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ABSTRACT
PERCEIVED CONCERNS SURROUNDING PHYSICAL THERAPY AIDE
UTILIZATION IN MICHIGAN
Jill Bydalek, SPT and Greta Swasey-Hadlock, SPT: Grand Valley State University,
Allendale, Michigan
Utilization of support personnel to perform physical therapy treatments has been a 
controversial topic in the physical therapy profession for many years. As Managed Care 
and other health care changes emerged, physical therapists have been pressured to cut 
costs while maintaining productivity. The use of non-licensed personnel became 
common place to meet these demands. The purpose o f this study was to investigate five 
research questions. First, to what extent do physical therapists delegate patient treatment 
and utilize physical therapy aides in Michigan? Secondly, does aide utilization differ 
based on: the ways in which aides are identified to patients, various settings of practice 
and the percent of traditionally insured patients versus managed care patients? Thirdly, to 
what extent are physical therapists faced with perceived concerns with aide utilization? 
Three hundred and thirty physical therapists that are members of the MJ*.T.A., were 
systematically mailed surveys according to zip codes. One hundred and sixty-four 
therapists responded to the survey.
The data were analyzed using SPSS 8.0 program, version. Results were analyzed using 
both Chi-square and Fisher Exact tests for crosstabulations, as well as descriptive 
research techniques.
Physical therapists delegated all eight of the surveyed treatment tasks. Exercise with 
equipment was delegated the most with 79 respondents delegating this task, and wound 
debridement was delegated the least by six responding physical therapists. There were no 
significant findings pertaining to aide utilization and methods of aide identification. 
However, descriptive analysis of data was conclusive in that physical therapists who 
responded to our survey were identifying physical therapy aides according to A.P.T.A. 
guidelines. Delegation to aides was more likely to occur when therapists treated greater 
than fifty percent Managed Care patients as compared to therapists tMt treated less that 
fifty percent Managed Care patients. Statistically significant results occurred in the 
Managed Care category with the delegation of exercise with equipment and electrical 
stimulation treatments. With regard to perceived concerns, ultrasound was the only 
patient treatment that showed statistical significance. Physical therapists that had 
perceived concerns with delegation of ultrasound were less likely to delegate than 
therapists without concerns. Other important relationships emerged through descriptive 
research.
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CHAPTER 1 
INTRODUCTION
Background of the Problem
The use of non-professional support personnel in health care has an extended
history. Literature from the 50’s and 60’s focused on the need and benefits of use of
support personnel (Fischer e t al., 1997 ). The use of support personnel was further
studied in the 1970’s to determine dangers of delegation (Bashi, 1993). Substitution of
inadequately qualified personnel to compensate for shortages of physical therapists led to
two major risks, decreased quality of care and liability issues. Benefits of utilization of
non-professional support personnel were cited as relief of therapists from routine tasks
and cost effectiveness of delegating tasks not requiring professional skills or judgement
(Bashi and Domholdt, 1993).
More recent literature includes data about supervision issues regarding patient
services rendered by support personnel. As of July 1995, the American Physical Therapy
Association has defined the physical therapy aide as follows (APTA, 1995):
. . .The physical therapy aide is a non-licensed worker 
who is specifically trained under the direction of the 
physical therapist. The physical therapy aide performs 
designated routine tasks related to the operation of a 
physical therapy service delegated by a physical therapist 
or in accordance with the law, by a physical therapist 
assistant.
...The physical therapist of record is the person who is 
directly responsible for the actions of the physical therapy 
aide. The physical therapy aide provides supportive
services in the physical therapy service, which may include 
patient related or non-patient related duties, when providing 
direct physical therapy services to patients, physical therapy 
aides may function only with continuous on-site supervision 
of the physical therapist or, where allowable by law and/or 
regulation, the physical therapist assistant. Continuous on-site 
supervision requires the presence of the physical therapist or 
physical therapist assistant in the immediate area, and the 
involvement of the physical therapist or physical therapist 
assistant in appropriate aspects of each treatment session in 
which a component of treatment is delegated to the physical 
therapy aide. The physical therapy aide may assist patients in 
preparation for treatment and, as necessary, during treatment 
and at the conclusion of treatment, and may assemble and 
disassemble equipment and accessories, in accordance with 
the training of the physical therapy aide. The extent to which 
the physical therapy aide participates in operational activities, 
will be dependent upon the discretion of the physical therapist 
and the applicable state and federal regulations.
Supervisory role changes regarding utilization of physical therapy aides are 
becoming apparent in the restructuring of the health care system. The state of Michigan 
defines supervision as the overseeing of or participation in the work of another individual 
by a licensed health professional. This definition applies in situations where the 
following conditions exist. The first condition is continuous availability of direct 
communication in person or by radio, telephone or telecommunication between the 
supervised individual and a licensed health professional. The second condition is 
availability of a licensed health professional on a regularly scheduled basis to review the 
practice of the supervised personnel and provide education in regards to the supervised 
individual’s performance of designated functions (MPTA, 1991). Michigan State law 
does not specifically address delegation and supervision issues directly related to physical
therapy aides. Therefore, physical therapists ultimately decide what activities are 
appropriate for physical therapy aides to carry out and how much supervision is 
necessary. Laws do make the physical therapist responsible for patient safety and tasks 
delegated to any support personnel. Changes in the United States health care system are 
forcing physical therapists to examine their practices and provide information about the 
relationship between cost and treatment outcomes. The shift towards managed care 
encourages physical therapists to provide effective, quality care as cost-efiRciently as 
possible. The appropriate utilization of physical therapy aides is an integral part of this 
effort. Vague state laws and general guidelines provided by the APT A make the physical 
therapists’ reflection on their own ethical values imperative. Physical therapists must 
decide the appropriate interpretation of laws and guidelines in order to deliver ethically 
sound, quality care.
Health Care Changes 
An essay by Thomasma (1996) focuses on ethics in managed care. This essay 
delineates aspects of the old and new health care plans, and how the changes affect 
relationship-centered care. The traditional fee for service insurance plans are gradually 
being replaced by preventive care plans. Traditional coverage, such as Blue Cross/ Blue 
Shield, encourage physicians to refer patients for specialized treatment or evaluation 
when appropriate. In a managed care system, physicians are encouraged to make fewer 
referrals to specialists. Thomasma argues that changes towards managed care endanger
long held values health care providers used to meet the needs of their patients. 
Thomasma defines managed care as, “an interventionist health care system that 
emphasizes social control through organized competition." Managed care focuses on 
organized competition, accountability and prevention. All of which, theoretically, should 
allow practitioners to be more time and cost efScient (Thomasma, 1996). However, 
physical therapists have increased use of support personnel to satisfy the rising demands 
placed on them by therapy companies and insurance agencies (Oliver, 1997). Even with 
the changes happening in today’s health care system, the idea of delivering patient 
centered care at a reasonable price should be of primary importance to the professional 
health care provider. The use of non-licensed personnel to deliver skilled physical 
therapy treatments is, in many instances, in direct contrast to the concept of quality care. 
This trend could continue into the future of managed care and have a direct effect on the 
physical therapy profession and quality of care. Physical therapists must protect 
themselves by promoting education and compiling more specific guidelines and laws in 
the area of physical therapy aide utilization.
Complexity and Demands in Physical Therapy 
Increases in complexity of practice are more clearly viewed by dividing the 
practice into technical and decision-making tasks. Technical tasks that do not require a 
great deal of decision making are often delegated to the non-professional support 
personnel (Bashi and Domholdt, 1993). In 1989 Sullivan studied the increased use of 
unlicensed support
personnel in activities of registered nurses. Complexity of practice and shortage of 
professionals were the primary causes of this increase. The number of support personnel 
to be supervised increases decision-making tasks by increasing delegation to several 
people (Sullivan and Brown, 1989). Decision-making and increased complexity have 
also increased in physical therapy practice. These changes are secondary to the increased 
holistic views used to treat patients and a larger variety of health care professionals 
contributing to individual patient care. These factors, along with increased pressure on 
physical therapists to see more patients in a shorter period of time, are contributing to the 
increase in the complexity of the physical therapy profession.
The increase in the demand on physical therapists is due to a variety of changes 
in health care and societal trends. The Institute of Medicine-National Academy of 
Sciences delineates seven major factors influencing the demand on physical therapists: 
shorter hospital stays, growth in home health, growth in nursing homes, growth in 
rehabilitation, increase in physician and public perception, aging and prevention trends 
(Allied Health Services, 1989). Further literature review by Selker confirms increasing 
home health, aging and prevention trends. Selker emphasizes the aging population by 
quoting the 300-500% projected increase of Americans over 85 years of age. This 
“graying” of America will seriously affect the demand on physical and occupational 
therapists as the incidence of limitations in activities of daily living triples as one moves 
from the 75 to 85-year-old age grouping to the 85+-year-old age grouping (Selker, 1995).
Problem Statement
Physical therapy aide utilization is a practice with an extended history. Limited 
availability of physical therapists, high productivity demands, increased complexity of 
practice and changes in health care are all fueling the need to utilize support personnel. 
Lack of information regarding specific universal standards for delegation practices puts 
the physical therapist at risk for encountering perceived concerns. Physical therapists 
will be better equipped to make informed decisions in these changing times, if better 
information were available regarding delegation practices.
Purpose of the Studv 
Specifically, the purpose of the present study is to investigate three questions. 
First, does aide utilization for patient treatment differ based on; the way in which aides 
are identified to patients, various settings of practice and the percent of private pay 
versus managed care patients treated? Secondly, to what extent do physical therapists 
delegate patient treatment and utilize physical therapy aides in Michigan? Thirdly, to 
what extent are physical therapists faced with perceived concerns regarding aide 
utilization? The general purpose of the survey is to gather information regarding physical 
therapy aide utilization in Michigan. The results of the survey will be used to explore 
how aide identification, settings of practice and type of patient insurance relate to aide 
utilization and the incidence of perceived concerns.
Significance of the Studv 
Significance of the present study is supported by the limited research concerning 
physical therapy aide utilization and ethical dilemmas. In 1996, Triezenburg conducted a 
survey using the Delphi technique to identify ethical issues that warrant further analysis 
and stimulate discussion (Triezenberg, 1996). Among the issues identified, “the 
determination of appropriate level of training, utilization and supervision of supportive 
personnel...” was agreed upon by the entire panel of experts. Our study is designed to 
gather information, stimulate discussion and increase awareness of common perceived 
concerns surrounding aide utilization. Triezenburg believes that the integrity and 
diligence with which a profession examines its unique ethical issues, understands their 
ethical implications and develops methods for educating its students will largely 
determine the moral position of that profession. Information obtained through the present 
survey will help the physical therapy profession do all of the above-mentioned tasks in 
regards to perceived concerns surrounding the utilization of physical therapy aides.
Research Questions
Managed care, increased complexity of the physical therapy profession and the 
current shortage of physical therapists available to meet the demand, all create an 
environment that demands the increased use of support personnel. The pressure on 
physical therapists to deliver highest quality of care at the lowest possible cost may 
create perceived concerns involving the delegation of patient services to unlicensed 
personnel. The specific research questions this study will address are as follows:
1. To what extent are modalities delegated to physical therapy aides in the state 
of Michigan?
2- What is the relationship between the extent of aide utilization and the way in 
which aides are identified to patients?
3. What is the relationship between the extent of aide utilization and the various 
settings of physical therapy practice?
4. What is the relationship between the extent of aide utilization and the 
percentage of Traditionally insured versus managed care patients treated?
5. What is the relationship between the extent of aide utilization and the 
incidence of perceived concerns?
CHAPTER! 
LITERATURE AND CONCEPTUAL FRAMEWORK
Review of Literature 
Laws
The appropriate utilization of physical therapy aides is a controversial issue. The 
definition of a physical therapy aide as given the APTA (see introduction) is vague. In 
1967, an APTA Ad-Hoc committee updated the 1966 description o f a physical therapy 
aide. The duties of a physical therapy aide included two levels. Level one included the 
operational duties of maintenance of equipment and treatment areas, patient transport and 
clerical duties. Level two included patient-related activities such as preparation for 
treatment and assisting patients in treatment procedures predetermined by a legally 
qualified physical therapist (APTA, 1967).
As of 1997 the APTA House of Delegates policy states that physical therapy aides 
may provide direct services to patients "only with continuous on site supervision of the 
physical therapist or physical therapist assistant. The APTA Guide to Physical Therapy 
Practice discusses the delegation of services to support personnel in it's Guide for 
Professional Conduct. The guidelines are as follows: (APTA1997a)
3.2 Delegation of Responsibility
A  Physical therapists shall not delegate to a less qualified person any 
activity which requires the unique skfll, knowledge, and judgement 
of the physical therapist
B. The primary responsibility for physical therapy care rendered by 
supportive personnel rests with the supervising physical therapist. 
Adequate supervision requires, at a minimum, that a supervising 
physical therapist perform the following activities:
1. Designate or establish channels o f written or oral communication.
2. Interpret available information concerning the individual under care.
3. Provide initial evaluation.
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3. Develop plan of care, including short- and long-term goals.
4. Select and delegate appropriate tasks of plan of care.
5. Assess competence of supportive personnel to perform assigned tasks.
6. Direct and supervise supportive personnel in delegated tasks.
7. Identify and document precautions, special problems, 
contraindications, goals, anticipated progress and plans for 
réévaluation.
8. Reevaluate and adjust plan of care when necessary, perform final 
evaluation, and establish follow-up plan.
Although this guideline stresses the importance o f the supervision of support 
personnel, a working definition is never offered. Furthermore, the guideline does not 
separate delegation to physical therapist assistants versus physical therapy aides. The 
above statements are vague and leave physical therapists to interpret what appropriate 
supervision and delegation mean.
An article by Brian Rasmussen, Ph.D., the APTA Director of Reimbursement 
1993, reveals insight into reimbursement issues coming into the forefront with changes in 
health care. Dr. Rasmussen gives no answers, but raises many questions physical 
therapists should ask themselves concerning utilization of support staff and physical 
therapists role in the future. Rasmussen challenges each physical therapist to reevaluate 
limits set by insurance companies. The fact that support personnel supervision by 
physical therapists is legally recognized does not require insurers to pay for their services. 
Some insurers view physical therapists as assistants to physicians, and argue that a helper 
should not need another helper (Rasmussen, 1993). Some insurers have reservations 
about reimbursement of physical therapist assistant or aides, because of licensing. There 
is inconsistency in licensing requirements among the states. Rasmussen questions 
consequences and benefits to further separating ourselves from physicians. The 
autonomy of physical therapy may be better protected if  physical therapists and 
physicians work closely together towards optimal patient care. A closer relationship
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with physicians could ensure a more clear understanding of the physical therapists* 
responsibilities and importance as the push for non-licensed personnel to be able to 
perform parts of our job continues. The two-class system of care between physical 
therapist and physical therapy aide already exists (Rasmussen, 1993). Physical 
therapists must continue to maintain ethical and legal standards to uphold quality of 
care.
Physical Therapy Aide Utilization 
Utilization of physical therapy aides may increase in direct relation with 
increasing demands on physical therapists. The profession is expanding in many areas 
due to health care and societal trends. As managed care and other efforts are 
implemented to reduce costs, rehabilitation professionals will need to become more 
efficient, even though the clientele will be more acutely ill More people are choosing 
to live at home rather than in nursing homes, increasing the number of homebound 
patients needing therapy. There are and will be more physical therapists needed in 
nursing homes because of the increased growth of the United States population over 65 
years of age. Both physicians and the public are gaming insight into how physical 
therapists can contribute to rehabilitation and prevention of injuries. These significant 
changes have prompted investigation into the impact o f increased demand on the 
physical therapy profession, and future trends.
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Complexity of practice and shortage of professionals were noted by Watts in 1971 
to be primary causes of increasing utilization of unlicensed personnel. Complexity is 
expanding in physical therapy as therapists are forced to view a patient more holistically 
and combine those views with those of interdisciplinary team members to ensure quality 
of care. Technology in the workplace is steadily becoming more complex as new 
computerized equipment is being used to provide state of the art home health therapy. 
More primary care physicians are utilizing physical therapists’ evaluations and 
recommendations as components o f diagnosing patients. Increased utilization by 
physicians is seen in the increased number of states that physical therapists are able to 
evaluate without a physician’s order, and an increase in the number of prescriptions that 
do not give specific instructions, but give the physical therapist independence to evaluate 
and treat within their professional knowledge base (Bashi, 1993). As physical therapists 
address more complex demands in their practice, subsequent delegation of tasks to 
support personnel may result.
The authors of a qualitative study in Missouri examined attitudes and perceptions 
regarding physical therapy education and services. Oliver found, through focus groups, 
that physical therapists have some strong attitudes regarding changes in the physical 
therapy field. The responses to the question, “How have you seen the profession of 
physical therapy evolve over the past two to five years?,” demonstrates some of these 
views. The most frequent response to this question was, “an increase in out-of-hospital
13
care, home health and long term care caused by rapid hospital discharges and aging 
population. The second most frequent response was, “ an increase in the use of PTAs, 
others, and unlicensed personnel, and less physical therapist contact with patients even 
though patients are more sick.” With regard to the future, Oliver asked , “What do you 
see occurring in hiring practices in physical therapy in five years?” The most frequent 
opinion was, “The hiring o f PTAs and other para- or non-professional providers will 
increase, doing what physical therapists used to do.” In general, several therapists voiced 
their opinion that the shortage o f physical therapists drove up costs and resulted in the use 
of lesser skilled personnel Now, these other providers (rehabilitation technicians, certified 
athletic trainers, kinesiotherapists) have moved into a void and will not leave (Oliver, 
1997).
The increase in the demand for physical ther£q>y and changes in healthcare are 
intimately connected. Physical therapists must foce these increased demands by becoming 
more efhcient, while insurance and therapy companies attendît to maintain cost. Physical 
therapists and administrators must not rely on physical therapy aides too heavily to meet 
productivity demands in this time of healthcare reform. Physical therapists are ultimate^ 
responsible for delegations and need to determine solutions to maintain ethical standards 
and patient confidence in these changing times.
Ethics
Managed care and health care reform are no longer foarful concepts that the future 
may hold, but rather, plans that are current^ being inq>lemented or debated by Congress.
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Because o f these changes physical therapists are relying more heavity on support 
personnel to render more services, and physical therapists are experiencing more ethical 
dilemmas regarding delegation o f duties.
Watts provided an analysis of 6ctors that should be considered to appropriately 
delegate physical therapy tasks to support personnel She investigated the degree to 
which physical therapy tasks could be categorized into "doing" and "deciding" tasks and 
the degree to which these behaviors can be separated. She concluded that few procedures 
are either simple or complex under all circumstances, and that routinely assigning specific 
procedures to a specific level of worker is potentially dai^erous (Watts, 1971).
Guccione reported that physical therapists rated "delegating duties to support 
personnel" as a fiequently occurring ethical decision physical therapists needed to make. 
The feet that a majority of physical therapists feel unsatisfied with current guidelines 
involving delegation, along with the increasing responsibility given to aides, may be a 
primary reason fer the occurrence of ethical dilemmas (Guccione, 1980).
In Nova Scotia, authors o f a study revealed that on-the-job trained aides were 
performing activities normally performed by licensed physical therapists (Le., interviewing 
patients, making entries into patient charts, ultrasound treatments, traction and 
transcutaneous electrical stimulation) (McNeil et. a l, 1990).
The authors of a 1993 study showed that 67% of physical therapists indicated that 
aide utilization had presented them with an ethical dilemma at some time. Also, a total of 
73% of therapists felt that more specific aide utilization guidelines should be developed 
and adopted (Bashi and Domholdt, 1993).
The APTA Code of Ethics presents several areas that may cause an ethical 
dilemma for therapists who are unsure of standard procedure for delegation or are 
unaware of the aide’s education level The following princq>les firom the Code of Ethics
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involving delegation of tasks to physical therapy aides, may be controversial (APTA, 
1997).
Principle 2- Physical therapists comply with the laws and regulations 
governing the practice of physical therapy.
Principle 6- Physical therapists provide accurate information to the 
consumer about the profession and about those services provided.
Principle 7- Physical therapists accept the responsibility to protect the 
public and the profession from unethical, incompetent, or 
illegal acts.
Principle 7 requires that physical therapists protect patients feom incompetent acts, 
yet Bashi reported that 76% of therapists did not know the extent of training of the aides 
to whom were delegated treatments. This ethical dilemma is particularly risky because 
delegating any aspect of patient care without knowledge of the qualifications of 
those individuals rendering the care, is potential^ dangerous to the patients’ health (Bashi 
and Domholdt, 1993).
The American Occupational Therapy Association (ACTA) positions paper on 
physical agent modalities (PAMs) states that practitioners must have documented evidence 
of possessing the theoretical background and technical skills for safe and conçetent use o f 
physical agent modalities before using them in practice. Additional^, 
the use of PAMs is not considered an entry-level skill because most occupational thereq>y 
curriculums lack the background in chemistry and physics (Glauner et. al., 1997). A 
position paper written by the AOTA enq>hasizes the importance of having a 
conq)rehensive understanding of the selected modality including: risks, expected 
outcomes, ef&cts, characteristics of equipment and all indications and contraindications, 
in order to deliver safe treatments (Glauner et. aL, 1997). The APTA maintains that 
college-level physics, chemistry, human anatomy and physiology are necessary
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prerequisites for conq)etent use of all PAMs. Competency for PAM use is insured 
through courses obtained in accredited educational programs. (Comish-Painter et.aL,
1996 & Glauner et. aL, 1997). In the study by Glauner et. aL, the most frequently cited 
technical consideration necessary for the safe and competent use o f PAMs was the 
technique of application, followed by the evaluation of response to the treatment. (Glauner 
et. aL, 1997). This information may lead therapists to question the qualifications of 
physical therapy aides in regards to PAM delegation. Therapists may be putting their 
patients at risk by allowing unqualified personnel to deliver treatments that the AOTA and 
APTA advise advanced education is needed to safely perform.
The continued push for physical therapists to deliver quality care at the lowest 
possible price is forcing professionals to become more dependent on support personnel. 
Managed care is requiring physical therapists to see more patients in a more cost efficient 
manner. Routine tasks are often delegated to support personnel while the therapist spends 
more time doing evaluations, discharges and supervisory tasks. The tasks investigated by 
the present research study may be considered routine, but the literature states that in-depth 
knowledge of the modality, ongoing patient réévaluation and proper decision making skills 
are needed in order to effectively deliver proper quality care regarding specific modalities.
Aide Identification
The APTA guidelines for the use of physical therapy aides offers no information 
regarding an appropriate or standard procedure for identifying support personneL With 
the trend to focus on patient centered care and the patient's right to know the 
qualifications of those delivering services, one would think that aides are clearly 
identified at all times. The literature shows that this is not the case. Bashi found that 
some physical therapists delegated tasks to aides who were never identified as aides to the 
patients. Furthermore, there was a significant difference in the percentage of unsupervised
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use o f aides between clinics in which aides either had a name tag that identified them as an 
"aide" (mean percentage of unsupervised treatments, 11. 8%), were verbally introduced as 
an "aide" (mean percentage of unsupervised treatments, 10.6%) or those in which aides 
were not identified as such (mean percentage of unsupervised treatments, 25.7%) (Bashi 
and Domholdt, 1993). These findings may indicate that individuals who use aides without 
proper identification may be more likely to allow aides
to perform physical therapy tasks without proper supervision. This is not consistent with 
the idea of patient centered care or the patient’s right to know the qualifications of the 
person delivering the services. Bashi also found that settings in which respondents to the 
survey practiced did not differ statistically in their extent of aide utilization (Bashi and 
Domholdt, 1993). One aspect this study did not research was the difference between aide 
utilization in clinics/hospitals that see a majority of managed care. Medicare or Medicaid 
clients versus clinics/hospitals that see a majority of private or traditionally insured 
individuals.
Modalities
The following section will describe each o f the modalities included in our 
instrument. This section is provided to exenq)lify the conq>lexity of each task, and provide 
rationale for the need of physical therapist evaluation of patients prior to these modalities 
being performed.
Ultrasound
Therapeutic ultrasound (U S) uses soundwaves to transfer heat to human tissue from 
superficial to approximately four centimeters deep. US is essential to use a medium in 
sound wave transmission such as, water, mineral oil or coupling gels. A piezoelectrical 
crystal is used to transform electrical inq)ulses to mechanical oscillations. This instrument
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is not just an alternative for a superficial heating modality. " Ultrasound .... it's effects are 
complex and generally not immediately apparent to the practicing clinician" (Michlovitz, 
1996). Biological, mechanical and chemical effects are used in the vibration of tissues on 
the molecular level to elicit the sclerolytic effect and increased chemical reactions. Such 
vibrations soften scar tissue and increase extensibility in tendons. Thermal effects are 
developed by the absorption o f ultrasound energy by the tissues directly underneath the 
transducer head. Caution must be taken to avoid tissues that do not dissipate heat welL
Ultrasound treatment specifications are determined individual^ for each patient by 
the physical therapist. Treatment goals, st%e of inflammation, site of pathology, anatomic 
location and size of area to be treated, are all variables the therapist must consider.
Neither the specifications or specific area designated for treatment should be altered 
without reassessment by the physical therapist.
All contraindications and precautions are considered by the physical therapists when 
determining ultrasound treatment parameters. Some contraindications and conditions of 
US can develop after routine, yet specified ultrasound has been delegated to the physical 
ther^y aide. This situation poses a need for reassessment prior to treatment that a 
physical therapy aide is not legally able to do.
There are instances that modalities are given to a patient prior to the physical 
therapist seeing that patient, when the particular modality is determined beforehand by the 
physical therapist. Bashi and Domholdt (1993) found that 57% of the physical 
therapists responding to then survey had experience with a practice situation in which a 
therapist sent an aide to provide a treatment without the therapist first reading the 
patient’s chart or examining the patient. Thirty-two percent indicated that they had 
observed other therapists practice in this way; 25% indicated that they, themselves, had 
practiced in this way (Bashi and Domholdt, 1993). Although the above mentioned results
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did not determine the type o f treatment the aide was administern%, the statistics are still 
significant. The physical therapy aide may uncover information while performing a 
procedure, and not realize the treatment should cease. Some examples of 
contraindications and conditions that could change on a daily basis are skin 
rashs, skin abrasions and reaction to treatment. There also must be continuous assessment 
of changes of temperature and pain, during ultrasound treatment.
Traction
Spinal traction is the process of drawing or pulling on the spine. "Traction is a 
therapeutic tool that falls in the realm of exercise because of its effects on the 
musculoskeletal system and use in stretching and mobilizing techniques” (Kisner and 
Colby, 1996). Spinal traction can be performed manually or mechanically. Patient needs 
can be addressed in position, duration, intensity, angle of pull, and type of application of 
traction. Individual programs for traction are specific to patients' stage of recovery, tissue 
to be addressed, and level of pain. These factors used to devise programs for traction can 
vary on a daily basis, and therefore must be reassessed in a consistent manner. The 
physical therapists’ responsibility to ensure safe and efScient treatment progression lies in 
the reassessment aspect of this treatment.
Wound Debridement
Wound healing is a complex sequential process by which all wounds heal The 
clinician who cares for wounds must be able to recognize the characteristics of 
inflammation and become familiar with the types of cells and individual roles cells
20played during the inflammatory  process (McCollouch et. aL, 1995). Healing skin is 
significantly affected by nutrition, biomechanical stresses, pathogens, coexisting disease 
processes, medications and wound care delivery.
An important aspect o f wound care that the clinician must understand is the risk of 
infections. A basic concept o f which all health professionals must be aware, is that 
microorganisms are everyvdiere. Potential sources of infection include all areas of the 
environment, other patients, healthcare personnel and the patient himself. The threat of 
infection in wound care is great, therefore a thorough understanding of proper 
handwashing techniques and the use o f sterile field precautions are mandatory.
McCollouch, Kloth and Feedar state that severe tissue damage may occur from 
overzealous efforts to close a wound, forceful scrubs, and excessive debridement and 
firequent dressing changes. An inadequate understanding of connective tissue integrity, 
medication effects and danger signals may all impede the healing process (Mcollough et. 
aL, 1995).
Understanding the fimdamentals is essential to anticipation and prevention of 
adverse results in this process. Wound care involves a high degree of clinical decision 
making as wound conditions need to be evaluated on a continuous basis and treated 
accordingly. (McCollouch et. aL, 1995). These findings raise the question of whether or 
not a physical therapist aide, trained on the job has the knowledge required to effectively 
carry out any type of debridement?
Electrical Stimulation
Electrical stimulation has many therapeutic applications. Currently and historically, 
clinical electrical stimulation has been used primarify to activate electrically excitable 
tissues, muscles and nerves. The ^propriate use of electrical stimulation in
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therapeutic applications requires that individuals possess a clear understanding of the basic 
structure and function of the tissues, including the mechanisms o f  their activation by the 
central nervous system and electrical currents. (Wadsworth, 1980).
A general understanding of the relationship between the contact sur&ce of the 
electrode and stimulation anq>litude is inq)erative. The required contact area of the 
stimulating electrodes depends on the area of excitable tissue to be stimulated. The 
electrode that is too large or the wrong shape may cause the current to spread to excitable 
structures other than the nerve or muscle intended. The administer must also realize that 
as the size o f the electrodes contact area decreases, current density increases.
In an unpublished study, Fischer and colleagues found that 30.1% of physical therapists 
delegated the task of electrical stimulation at one time or another (Fischer et. aL, 1997).
The placement of electrodes in electrotherapy is critical to achieving beneficial 
results. To achieve exact locations, the measurements should be made from the center of 
the electrodes to known anatomical landmarks or structures (Wadsworth, 1980). This 
standard of documentation may prove problematic even for an aide trained in the use of 
electrical stimulation equipment, as physical therapy aides may not have adequate 
knowledge of surfoce anaton^ and landmarks to make accurate electrode placements.
Electrical hazards may occur when these devices are not used in safe, conçetent 
manner. Stimulators can be hazardous to both patients and providers. Electrical 
stimulator users must be aware of the hazards involving exposed wires, age deterioration 
and ground feults.
Tissue damage, especially to the skin, can be caused by clinical uses of direct current 
even at low amplitudes. Close observation o f the skin is required in each patient receiving 
direct current stimulation in order to avoid adverse reactions. This inspection is
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particularly important due to the anesthetic effect that may occur beneath the electrodes 
(Wadsworth, 1980).
There are many contraindications for the use of electrical stimulation. Among 
these are electrode placement considerations, individuals with pacemakers, pregnancy, 
skin conditions or decreased cognitive level. Physical therapists should be aware of all 
indications and contraindications when devising a treatment plan. A physical therapist 
aide must also be aware of contraindications as some of these conditions are transient and 
may be discovered by the physical therapist aide before or during a treatment period.
Careful observation by the clinician is required in all applications o f electrical 
stimulation. Adequate knowledge of detrimental responses is imperative as these 
responses may occur rapidly and require quick action to avoid serious injury.
Massage
Therapeutic massage or soft tissue mobilizations can illicit mechanical, 
physiological, and reflex effects. Each effect has positive and negative reactions of which 
the administrator of the soft tissue mobilizations should be aware and adjust treatment 
accordingly.
Injurious mechanical effects of massage include, spreading inflammation, 
dislodging a thrombus or increasing metastasis. "The student of massage should have 
some understanding of the physiology of the heart and circulation, particularly the 
peripheral circulation and the return flow of blood and lymph, as taught in basic 
physiology courses." (Tappan, 1988). Background in physiology and effects of massage
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are not a prerequisite to become a physical therapy aide. During delegation of this 
modality to a physical therapisy aide, the clinician must take care not to delegate 
assessment and decision-making responsibilities of massage.
Exercise with Equipment
Mechanical resistance equipment is a useful tool for a physical therapist to 
quantitatively measure patient's treatment progress, or strength gains. In addition, this 
system allows the patient to see their improvement over time. Mechanical resistance 
equipment also adds variety to the methods used to strengthen a muscle or muscle group. 
Mechanical resistance equipment can vary in size, complexity and availability due to price. 
The equipment used is based on individual needs of each patient. General principles for 
the safo and efiScient use o f mechanical resistance equipment in an exercise program are as 
follows: (Kisner and Colby, 1996)
1. Evaluate the patient's strength, range of motion, joint stability, bone or 
joint deformities, pain, and integrity of the skin before using the 
equipment.
2. Determine the most advantageous types o f exercise that could be used 
to inq)rove strength, power, or endurance in the involved muscle 
groups, and choose the appropriate equipment.
3. Adhere to all safety precautions when appfying the equipment.
a. Be sure attachments, cuf6, collars, and buckles are secure^ 
festened and adjusted to the individual patient prior to the 
exercise.
b. Appty padding for comfort, if necessary, especially over a bony 
prominence.
c. Stabilize or support appropriate structures to prevent unwanted 
movement and to prevent undue stress on body parts.
4. When it is appropriate, be certain that the full available range of 
motion is completed during dynamic exercise without the use of 
substitute motions.
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5. If ROM must be limited to protect healing tissues or to avoid pain, be 
sure that appropriate range-limiting devices are employed.
6. When the exercise has been completed:
a. Disengage the equipment and leave it in proper condition for 
future use.
b. Never leave broken or potentially hazardous equipment for future 
use.
7. Observe and re-evaluate the patient to determine how the patient 
tolerated the exercise program. Record observations and objective 
data as soon as possible.
In most varieties of mechanical resistance equipment, simulating the torque curve of 
the muscle being exercised is inqiortant. Alignment is necessary between the specific joint 
axis and the axis of the machine's torque to replicate proper muscle line o f pulL As 
various are the types of mechanical resistance equqiment, so are the effects o f their torque 
at different points on the torque arc. Change in torque at different points is essential to 
keep in mind as patients may tolerate similar resistance at some points on the torque but 
not others (Kisner and Colby, 1996). The numerous fectors involved in exercise with 
equipment is proof that reassessment is needed during the progression o f a strength 
program involving resistance equipment. Physical therapy aides can be trained on-the-job 
to set up patient on equipment with specific parameters. If done inq)roperty or left 
unsupervised, the initial set up, subsequent reassessments of resistance progression, 
patient position, fiequency and duration can have direct effect on treatment progression 
and patient safety.
Patient Education
A study done by Gahimer and Domholdt, supports the in^x>rtance o f patient 
education in physical therapy. The authors note physical therapists frequently educate 
patients on illness, home exercises and additional information pertaining to their case.
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Education is an hnportant part of therapy to encourage patient involvement in their 
treatment and delineate their responsibilities for their own health status. Education is 
intended to go beyond the immediate treatment to promote health, active lifestyles and 
prevent injury (Gahimer and Domholdt, 1996).
Delegation of this task to physical therapy aides on a consistent basis could 
directly effect quality of care. Aides are not subject to the education requirements 
accredited curriculum as are physical therapists or physical therapist assistants. Teaching 
an exercise, for example, requires assessment of patient performance. A study done by 
Cemack, Friedrich and Maderbacher supports the feet that teaching exercise is an 
important physical therapy task that can lead to poorer outcomes if not done properly 
(Cermacket. aL, 1996).
Gait Training
Many diseases can be to blame for a variety of gait deviations requiring 
physical therapy intervention. In addition, the impairment causing a gait deviation may 
differ marked^ from the patient's primary pathology. In other words, a diagnosis does 
not determine the specific gait training needed to improve a patient’s ability to walk. 
Therapists must investigate four major fimctional categories to determine specific gait 
training treatments to be used with each individual patient. Those four major fimctional 
categories are deformity, muscle weakness, inq)aired control and pain. Each category may 
have typical clinical presentations, however each individual patient may have different 
needs for corrections of these fimctional impairments. The therapist must also determine 
primary impairments from substitutive actions when evaluatii% and subsequently treating 
gait deviations (Perry, 1992).
Gait is muMfeceted and possible deviations and causes of deviations are too 
numerous for the scope of this research study. A strong background in Anatongr,
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Kinesiology, gait ana^rsis and treatment techniques are needed to property determine 
cause of gait dysfunctions and provide a successful rehabilitation treatment.
Validity
A thorough review of the literature, published and unpublished, stimulated ideas 
and areas of interest regarding the delegation of tasks to physical therapy aides. The 
validity of the studies on which we based the current study is o f primary concern. Solid 
validity found in previous research, from which we gained focts, will help ensure the 
validity of outcomes of our present study.
Research by Triezenberg (1996) demonstrated validity in three ways; using the 
Delphi technique, expert panelists and three revisions by the panel The Delphi technique 
was specificalty designed for social science research and to predict future trends and 
outcomes. Developing a panel of experts in ethical issues began with a poll of members of 
the Judicial Committee of APTA. Each member provided five names for the sample 
group. Six individuals were selected to be expert panelists, when one or more members of 
the judicial committee provided their name. The panel of experts was diverse and 
included; frve physical therapists with advanced academic degrees, three members who 
had academic appointments and all members having additional experience in ethical issues. 
The final contributor of validity to the Triezenberg study was performing three 
rounds of the De^hi study to concile a questionnaire with the most accurate statements 
pertaining to the various ethical issues.
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The current survey includes questions regarding aide identification and delegation 
of treatments/modalities to physical therapy aides. These above ideas were generated 
fiom reading the Bashi and Domholdt study (1993) and the study by Fischer et aL (1996). 
These studies ensured validity using several different techniques. The current study’s 
validity is enhanced because the ideas and questions have, to some extent, been used in 
other studies. The study by Bashi and Domholdt (1993) generated ideas for a 
questionnaire through free-fi>rm interviews with several physical therapists, physical 
therapy aides and physical therapy students working as physical therapy aides. The ideas 
developed in the interviews were then used to generate a draft questionnaire. The draft 
was pilot tested with 12 selected physical therapists within the state. Items were modified 
based on the results of and feedback on the pilot instrument. Fischer and colleagues 
(1996) increased the validity o f their study by using ideas generated by the Bashi and 
Domholdt study and by distributing the survey to five fticulty members at the University o f 
Central Arkansas for suggestions. Revisions were made to the survey based on 
suggestions of the feculty. A pilot study was then administered to five clinicians in central 
Arkansas for further revisions and suggestions regarding clarity or content.
Summarv/ Implications for studv 
Past studies have shown that the use of physical ther^y  aides is common practice. 
Health care changes are rampant and the use o f support personnel is being used
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in the cost containment war. Bashi found that a significant percentage of physical 
therapists encountered ethical dilemmas when delegating tasks to physical therapy aides.
In order to effectively function in the changing health care arena, physical therapists must 
enter into clinical practical situations with a strong predetermined set of values with which 
to make ethical decisions. Knowledge and a thorough understanding of the issues 
physical therapists will foce during delegation decisions is a key component to resolving 
ethical dilemmas. As physical therapists, our responsibility is to utilize support personnel 
in accordance with the physical therapy practice guidelines and state law. Then we must 
add to these guidelines and laws our sound ethical judgement. We must maintain the 
value systems that have traditionally served the patient and the profession at the highest 
levels of integrity (Oliver, 1997).
Physical therapists may experience a decrease in the occurrence of ethical 
dilemmas if they feel comfortable with the guidelines outlining physical then^y aide 
utilization and aide identification. Knowledge of the physical therapy aide's training and 
educational level may also help therapists feel more comfortable with delegation.
The question of whether or not physical ther^y aides are qualified to perform 
predetermined treatment activities is controversial There is such a wide range of 
con^tency between physical therapy aides that whether or not a particular aide is 
conq)etent, may not be clear. Knowledge about the extent of education needed to safely 
deliver treatments will help physical therapists determine who should participate in a given 
patient treatment. The supervising physical therapist is legally responsible for all services
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provided by the physical therapy aide. The sole responsibility of the delegating physical 
therapist is to determine the complexity of tasks that a physical therapy aide can safely 
and effectively deliver.
The APTA's Code of Ethics clearly states that the patient’s health and safety are of 
utmost importance. Most modalities involve a reassessment prior to treatment Failure to 
assess the patient for changes, no matter how minor, is in direct violation of the Code of 
Ethics, more specifically, patient’s welfare endangerment. Predetermined treatment 
cannot be legally carried out be a physical therapy aide, unless the patient is reassessed 
by a physical therapist or physical therapist assistant
The present study has educational importance. The results provide information 
regarding aide utilization and the occurrence of perceived concerns involved with the 
delegation of physical therapy tasks to physical therapy aides in Michigan. This 
study will stimulate discussion about proper utilization standards and effects of 
delegation to aides may have on the physical therapy profession. Increasing professional 
awareness regarding this controversial issue and its cumulative effects is necessary to 
ensure positive growth of the physical therapy field. Utilizing individuals with limited 
knowledge of general practice guidelines and diverse levels of education is inherently 
dangerous. Knowledge, awareness and open discussion among the profession is the best 
line of defense to ensure quality care.
CHAPTERS 
METHODOLOGY
The study design includes a questionnaire targeting physical therapists in the state 
o f Michigan. Subjects were sent a questionnaire by mail regarding the delegation of 
physical therapy tasks to trained aides and the incidence of perceived dilemmas regarding 
the delegation of physical therapy tasks.
Subjects
All subjects were licensed physical therapists who are members of the Michigan 
Physical Therapy Association (MPTA). Three hundred thirty randomly selected physical 
therapists in Michigan were sent surveys during September o f 1998.
Instrument
A mail survey was used to examine the extent to which physical therapy aides are 
utilized in Michigan and the occurrence of perceived dilemmas encountered when 
delegating physical therapy tasks to trained aides. The survey questions are close-ended 
and obtained information regarding the delegation of physical therapy tasks such as: 
ultrasound, exercise with equipment, electrical stimulation, gait training, traction, wound 
debridement, massage and patient education. A demographics section was Included, as 
well as questions pertaining to aide identification, therapist-patient interactions and 
insurance coverage of patients.
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Validity
The present questionnaire was generated from a previous study, performed in 
the state of Arkansas, that examined similar questions. The validity of the 
questionnaire was enhanced as several sections have been used in other studies and a 
sample questionnaire was tested in a single demographic area to an expert panel of six 
physical therapists and three members of Grand Valley State University faculty. Pre­
testing the questionnaire increased the validity of the questionnaire by ensurii^ that 
the questions were understandable and that they obtained the information directly 
related to our research questions. Questions that caused diffîcuhy for the panel of 
experts were revised or eliminated from the questionnaire.
Our instrument was based on three prior studies, Bashi and Domholdt (1993), 
Triezenberg (1996) and Fischer et aL (1996). These research studies provided us with 
a large knowledge base about the history, utilization, supervision and training of 
physical therapy aides. The five research questions addressed in the current study 
included utilization of physical therapy aides and perceived ethical concerns regarding 
delegation.
The study by Bashi surveyed 300 licensed physical therapists in Indiana and 
focused on supervision and utilization of physical therapy aides. Several of Bashi’s 
results supported our study and directed questions on our survey. Bashi found a recent 
increase in the utilization o f support personnel. The results of Bashi’s study depicted a 
correlation between decreased supervision of physical therapy aides and inadequate
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identification of the aides. Aide utilization directly correlated with the incidence of 
ethical dilemmas by sixty-seven percent. The above correlations gave rise to 
questions on our questionnaire concerning aide identification, incidence of perceived 
ethical dilemmas and number of support personnel supervised by a single physical 
therapist.
Since Bashi found no significant difference in aide utilization based on hours 
of aide training, we narrowed our study by removing this section. However our 
survey inquired about type of setting, which also showed no significance in the Bashi 
study. Setting was included to see if our study would replicate previous results.
Our study originated from basic ideas and questions that Bashi raised. Bashi 
felt that this was a very timely subject as our health care is being reformed. Bashi also 
raised questions about possible harm or ineffectiveness of modalities being given by 
physical therapy aides. The modalities selected for our questionnaire were compiled 
from lists of modalities in the Bashi and the unpublished study. Treatments were 
selected upon results found in these previous studies. Treatments that the previous 
studies found to be delegated to physical therapy aides with varying frequencies were 
used.
The study done by Triezenberg (1996) focused on the moral position of 
professionals to identify ethical issues and prepare upcoming students to cope with 
these situations as they arise. Both Treizenberg and Bashi believe ethical issues 
should be included in accredited physical therapy curriculums. Triezenberg supported 
the need for further research regarding ethical dilemmas and appropriate aide
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Utilization by reminding physical therapists of their responsibility as professionals to 
identify and promote discussion about ethical concerns. Triezenberg's survey of the 
panel of experts in ethical issues determined that appropriate utilization and 
supervision of physical therapy aides was listed in the top five list of current and 
future ethical issue (Triezenberg, 1996).
The aforementioned studies support our study and support the need for 
physical therapists to gain information, educate and create discussions on the 
appropriate utilization of physical therapy aides
Procedure
The 330 physical therapists were randomly selected from a list of licensed 
physical therapists provided by the MPTA. The list was organized by zip codes so 
that a representative geographical distribution of therapists throughout the state of 
Michigan was ensured. The questionnaire was sent to each subject via regular mail 
along with a personalized letter and self addressed, stamped return envelope. The 
survey was conducted in September of 1998. A follow up reminder postcard was 
mailed approximately two weeks after the original survey in order to increase the 
response rate. Data Analysis was be performed in the winter of 1999 with completion 
in April 1999.
The subjects were informed of the procedures taken to ensure confidentiality of 
all information. Subjects were provided with information regarding the nature of the 
study, how the data will be used and who wül use the collected data.
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Data Analysis
The data &om the questionnaire was analyzed using descriptive analysis and 
Chi-Square. A significance level of a=  .05 was used for the Chi-Square analysis in 
this study.
CHAPTER 4 
RESULTS
Introduction
The authors used their instrument to gain information to serving two purposes. 
The first purpose was to collect demographic information about our sample population. 
The second purpose was to gain specific information to answer our five research 
questions stated in Chapter One.
Techniques of Data Analvsis
One hundred sixty four physical therapists responded to our survey regarding the 
utilization of physical therapy aides in Michigan. The response rate was 49.0%. The 
data analysis was accomplished using the SPSS program, version 8.0. Analysis was 
performed on numerous variables, using both descriptive frequencies and Chi-square 
analysis. The five research questions presented in Chapter One were targeted. In cases 
where expected cell counts were not achieved after initial cross tabulations, data was 
reanalyzed after categories that once had multiple response options were condensed into 
yes or no responses. When appropriate Fisher Exact tests were used instead of Chi- 
Square tests because low expected cell counts do not effect the significance in the Fisher 
Exact tests.
The most notable example where multiple responses options were condensed into 
fewer categories occurred within the category regarding the percent of patient visits.
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Where therapists delegated specific treatments to physical therapy aides. The 
survey had five possible responses the therapists could choose, with frequencies ranging 
from 0% to 100%. In order to increase statistical significance with Pearson Chi square 
and to meet assumptions of Fisher’s Exact testing, responses were condensed into “yes”, 
the treatment was delegated or “no”, the treatment was not delegated.
Similar procedures were used to condense the categories regarding aide 
identification, perceived concerns and the percentage of patients who were covered by 
various insurance types. Aide identification wa
s consolidated into “yes”, aides were identified or “no”, they were not. Percent of 
patients treated within various insurance groups was condensed from six choices, ranging 
from 0% to 100% and unknown, into three categories. These three categories included 
below 50%, above 50% and unknown. The perceived concerns category was condensed 
from four choices into “yes” or “no” responses.
Demographics
Of the one hundred and sixty-four physical therapists in Michigan responding to 
our survey, 66.5% were female and 31.7% were male (Figure 1). A bachelor’s degree 
was the most common response, at 45.7%, of our sample population for the most 
advanced Physical Therapy degree (Figure 2). Thirty-one percent of our sample obtained 
a Master degree in Physical Therapy. Our respondents reported 13.5 as the average 
number of years practiced (Figure 3). However, our sample population reportedly had a
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relatively even distribution ranging from 1-30 years practicing. Our respondents were 
evenly distributed in cities populated from 10,000 to greater than 160,000 people 
(Figure 4).
Ninety-seven percent o f our sample population were currently practicing physical 
therapy (Figure 5). Three percent of respondents were retirees, administrators or faculty 
members. The majority of respondents (56%) worked in an outpatient or home care 
setting (Figure 6). The most common patient population being treated by our sample 
population was adults with orthopedic diagnoses (Figure 7).
Delegation Tendencies 
Thirty-six percent of therapists responded they do not delegate treatment tasks to 
aides (Figure 8). Thirty-five percent of respondents reported that patients were 
reassessed by a therapist prior to any treatment initiation by the physical therapy aide 
(Figure 9). When physical therapists were asked if a physical therapy aide verbally 
reassessed patients upon initial contact to determine their need to see the physical 
therapist, 48.2% of respondents answered yes (Figure 10). Twenty-nine percent of 
therapists reported that the physical therapy aide under their supervision administers 
modalities prior to physical therapist reassessment (Figure 11).
The average number of physical therapy aides being supervised by a single 
physical therapist was reported at 1.69 with a standard deviation of + / — 2.37 (Figure 12). 
Forty-two percent of respondents reported using multiple training methods to train their 
physical therapy aides (Figure 13) These methods included instruction or observation of
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a physical therapist, physical therapist assistant or other aides and the observation of 
videos, classes or seminars. Therapists that used aides reported the most common 
education level of the aides was a high school diploma (Figure 14). A nametag most 
frequently identified these aides as aides or technicians (Figure 15).
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M issing MALE FEMALE
Figure 1.
Percentage of gender distribution of the physical 
therapists who responded to the current study.
DOCTORATE
Missing
Figure 2.
Frequencies of most advanced Physical Therapy
degrees of respondents to the current study.
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other
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15-20 YEARS
10-15 YEARS
0-5 YEARS
5-10 YEARS
Figure 3.
Frequencies of reported years practiced of physical therapists 
who responded to the survey.
>160,000 Missing
<5,000
5,000-10,000
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40,001-80,000
20,001-40,000
Figure 4.
Frequencies of city size in which physical therapists who
responded to the current survey worked.
41
120
100
c9O9
CL
M issing CURRENT NOT CURRENT
Figure 5.
Percentage of practicing versus non-practicing physical 
therapists who responded to the current survey
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Figure 6.
Percentage of individual work settings of physical therapists who 
responded to the current study
42
Missing SPORTS CARDIOPULMONARY MULTIPLE
NEUROLOGIC ORTHOPEDIC OTHER ANSWER
Figure 7.
Percentage of specific patient populations treated by the 
physical therapists who responded to the current survey.
m 10 ■
Missing YES NO
Figure 8.
Percentage of responding physical therapists who do or do not delegate to 
physical therapy aides.
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Missing YES NO N/A OR NO AIDES
Figure 9.
Percentage of physical therapists who responded to the current 
survey and reported providing, or not providing initial reassessments 
at each patient visit.
C  10
S.
Missing YES NO AIDES
Figure 10.
Percentage of responding physical therapists who stated that physical 
therapy aides, under their supervision, did or did not perform 
patient reassessments prior to delivering treatments.
44
M issing Y E S NO N/A NO AIDES
Figure 11.
Percentage of patient visits respondents to the current survey reported 
that physical therapy aides did, or did not perform modalities prior to 
physical therapist reassessment.
Missing 1.00 2.50 4.00 6.00 16.00
.00 2.00 3.00 5.00 10.00 18.00
Figurel2.
Percentage of respondents to the current study who reported supervising
a specific number of physical therapy aides.
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Figure 13.
Percentage of therapists who responded to the current survey that 
utilized various aide training methods.
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Figure 14.
Frequencies of education levels of physical therapy aides reported
by the physical therapists who responded to the current study.
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Figure 15.
Percentage of responding physical therapists who indicated identifying 
physical therapy aides with specific methods.
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Physical Therapy Aide Utilizatioa 
Physical therapy aides were utilized for all eight of the treatments included in our 
suryey. Frequencies for the delegation were examined both generally and specifically. 
Table 1 displays the general delegation trends of the respondents. Specifically, the 
frequencies for the delegation of each task were examined in regard to what percentage of 
patient visits that therapists delegated the task to a physical therapy aide. The choices 
were 0%, l%-24%, 25%-49%, 50%-74% and 75%-100%. Tables 2-9 depict the 
delegation practices for each of the specific treatments. The most delegated task was 
exercise with equipment where 85 (51.8%) of the respondents reported delegating this 
treatment at some time (Table 2). The least delegated physical therapy task was wound 
debridement (Table 9). Only six therapists (4%) delegated wound debridement to 
physical therapy aides. The cumulatiye frequencies of delegation for each physical 
therapy treatment are listed in Table 10.
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Table 1. General Delegation Trends Among Respondents (n=164)
Percent of therapists who delegate 
any aspect of treatment
Percent of therapists who do not 
delegate any aspects of treatments
Frequency Percent Frequency Percent
106 64.6% 58 35.4%
Table 2. Ultrasound Delegation: Trends among respondents (n=164)
Percent of patient visits 
that treatment is 
delegated to aide
Frequency Percent
0% 85 51.8%
1-24% 17 10.4%
25-49% 16 9.8%
50-74% 14 8.5%
75-100% 32 19.5%
49
Table 3. Exercise with Equipment Delegation: Trends among respondents (n=164)
Percent of patient visits 
that treatment is 
delegated to aide
Frequency Percent
0% 79 48.2%
1-24% 46 28.0%
25-49% 18 11.0%
50-74% 17 10.4%
75-100% 4 2.4%
Table 4. Electrical Stimulation Delegation: Trends among respondents (n=164)
Percent of patient visits 
that treatment is 
delegated to aide
Frequency Percent
0% 103 62.8%
1-24% 27 16.5%
25-49% 10 6.1%
50-74% 13 7.9%
75-100% 11 6.7%
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Table 5. Traction Delegation: Trends among respondents (n=164)
Percent of patient visits 
that treatment is 
delegated to aide
Frequency Percent
0% 111 67.7%
1-24% 27 16.5%
25-49% 10 6.1%
50-74% 8 4.9%
75-100% 8 4.9%
Table 6. Massage Delegation: Trends among respondents (n=164)
Percent of patient visits 
that treatment is 
delegated to aide
Frequency Percent
0% 129 78.7%
1-24% 12 7.3%
25-49% 9 5.5%
50-74% 9 5.5%
75-100% 5 3.0%
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Table 7. Patient Education Delegation: Trends among respondents (n=164)
Percent of patient visits 
that treatment is 
delegated to aide
Frequency Percent
0% 138 84.1%
1-24% 25 15.2%
25-49% 1 .6%
50-74% 0 0%
75-100% 0 0%
Table 8. Wound Debridement Delegation: Trends among respondents (n=164)
Percent of patient visits 
that treatment is 
delegated to aide
Frequency Percent
0% 158 96.3%
1-24% 1 .6%
25-49% 4 2.4%
50-74% 1 .6%
75-100% 0 0%
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Table 9. Gait Training Delegation: Trends among respondents (n=164)
Percent of patient visits 
that treatment is 
delegated to aide
Frequency Percent
0% 123 75.0%
1-24% 32 19.5%
25-49% 8 4.9%
50-74% 1 .6%
75-100% 0 0%
Table 10. Treatment Specific Delegation Trends Among Respondents (n=164)
Treatment Frequency of Aide 
Delegation
Percent of Aide 
Delegation
YES NO YES NO
Exercise with Equipment 85 79 51.8% 48.2%
Ultrasound 79 85 48.2% 51.8%
Electrical Stimulation 61 103 37.2% 62.8%
Traction 53 111 32.4% 67.6%
Gait Training 41 123 25.0% 75.0%
Massage 35 129 21.3% 78.7%
Patient Education 26 138 15.8% 84.1%
Wound Debridement 6 158 3.6% 96.3%
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Figure 16. Frequency of delegation of eight physical therapy treatments to physical 
therapy aides by survey respondents.
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Aide Identification vs. Delegation Practices 
The method of identification of physical therapy aides varied among the 
responding physical therapists. Seventy-nine therapists answered that aides were 
identified by a nametag, 37 used verbal introduction and 5 incorporated both nametag and 
verbal introduction. Only 13 respondents answered that aides were not specifically 
identified. A Chi-square analysis examining the relationship between aide identification 
(Yes or No) and delegation practices was performed in regard to two subgroups. First, the 
relationship between the delegation of any tasks to aides and the way in which the aides 
were identified was examined (Table 11). Secondly, the relationship between the 
delegation of specific treatments and the method of aide identification was examined 
(Tables 12-17). The Chi-square and Fisher’s Exact analyses of these questions were 
conducted, but yielded no statistically significant results. Hence the authors have not 
included the statistics tables.
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Table 11. Method of Aide Identification versus Decision to Delegate to Physical
Therapy Aides
Delegation Practices of 
Respondents
TotalYES NO
AKie N am etag Count 
Identification % within Aide
Identification 
% of Total
58
73.4%
43.3%
2i
26.6%
15.7%
79
100.0%
59.0%
Vertjal Introduction Count
% within Aide 
Identification 
% of Total
33
89.2%
24.6%
4
10.8%
3.0%
37
100.0%
27.6%
Aide/tech Not Specifically Count 
Identified % within Aide
Identification 
% of Total
10
76.9%
7.5%
3
23.1%
2.2%
13
100.0%
9.7%
Nametag and Verbal Count 
Introduction % within Aide
Identification 
% of Total
4
80.0%
3.0%
1
20.0%
.7%
5
100.0%
3.7%
Total Count
% within Aide 
Identification 
% of Total
105
78.4%
78.4%
29
21.6%
21.6%
134
100.0%
100.0%
Table 12. Method of Aide Identification versus Decision to Delegate Exercise with 
Equipment to Physical Therapy Aides
Therapists who 
delegate Exercise with 
Equipment
Totalyes no
Aioe identineo as an Aioe count 
Identification % within Aide
Identification 
% of Total
V'/
63.6%
57.5%
44
38.4%
32.8%
■ ' 121 
100.0% 
90.3%
Not Specifically Identified Count 
as Aide % within Aide
Identification 
% of Total
8
61.5%
6.0%
5
38.5%
3.7%
13
100.0%
9.7%
1 otal Count
% within Aide 
Identification 
% of Total
85
63.4%
63.4%
49
36.6%
36.6%
134
100.0%
100.0%
56
Table 13. Method of Aide Identification versus Decision to Delegate Ultrasound
to Physical Therapy Aides
Therapists who 
delegate Ultrasound
Totalyes no
AKie laennnea as an Aiae uount 
Identification % within Aide
Identification 
% of Total
71
58.7%
53.0%
bO
41.3%
37.3%
' 121 
100.0% 
90.3%
Not Specifically Identified Count 
as Aide % within Aide
Identification 
% of Total
7
53.8%
5.2%
6
46.2%
4.5%
13
100.0%
9.7%
Total Count
% within Aide 
Identification 
% of Total
78
58.2%
58.2%
56
41.8%
41.8%
134
100.0%
100.0%
Table 14. Method of Aide Identification versus Decision to Delegate Electrical 
Stimulation to Physical Therapy Aides
Therapists who 
delegate Electrical 
Stimulation
Totalyes no
Aioe loentineo as an Aioe uouni 
Identification % within Aide
Identification 
% of Total
bü
46.3%
41.8%
65
53.7%
48.5%
121
100.0%
90.3%
Not Specifically Identified Count 
as Aide % within Aide
Identification 
% of Total
5
38.5%
3.7%
8
61.5%
6.0%
13
100.0%
9.7%
Total Count
% within Aide 
Identification 
% of Total
61
45.5%
45.5%
73
54.5%
54.5%
134
100.0%
100.0%
57
Table 15. Method of Aide Identification versus Decision to Delegate Traction to
to Physical Therapy Aides
Therapists who 
deleqate Traction
Totalyes no
Aiae laenonea as an Aide Count 
Identification % within Aide
Identification 
% of Total
46
38.0%
34.3%
fa
62.0%
56.0%
100.0%
90.3%
Not Specifically Identified Count 
as Aide % within Aide
Identification 
% of Total
7
53.8%
5.2%
6
46.2%
4.5%
13
100.0%
9.7%
Total Count
% within Aide 
Identification 
% of Total
53
39.6%
39.6%
81
60.4%
60.4%
134
100.0%
100.0%
Table 16. Method of Aide Identification versus Decision to Delegate Gait Training 
to Physical Therapy Aides
Therapists who 
delegate Gait Training
Totalyes no
Aioe Identified as an Aioe count 
Identification % within Aide
Identification 
% of Total
30
28.9%
26.1%
86
71.1%
64.2%
100.0%
90.3%
Not Speafically Identified Count 
as Aide % within Aide
Identification 
% of Total
6
46.2%
4.5%
7
53.8%
5.2%
13
100.0%
9.7%
total Count
% within Aide 
Identification 
% of Total
41
30.6%
30.6%
93
69.4%
69.4%
134
100.0%
100.0%
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Table 17. Method of Aide Identification versus Decision to Delegate Massage to
Physical Therapy Aides
Therapists who 
delegate Massage
Totalyes no
Aiae loemmea as an Aide Count 
Identification % within Aide
Identification 
% of Total
25.6%
23.1%
90
74.4%
67.2%
121
100.0%
90.3%
Not Specifically identified Count 
as Aide % within Aide
Identification 
% of Totaf
4
30.8%
3.0%
9
69.2%
6.7%
13
100.0%
9.7%
Total Count
% within Aide 
Identification 
% of Total
35
26.1%
26.1%
99
73.9%
73.9%
134
100.0%
100.0%
Table 18. Method of Aide Identification versus Decision to Delegate Patient 
Education to Physical Therapy Aides
Therapists who 
delegate Patient 
Education
Totatyes no
Aide loennnea as an Aide Count 
Identification % within Aide
Identification 
% of Total
22
18.2%
16.4%
99
81.8%
73.9%
---- "121
100.0%
90.3%
Not Specifically identified Count 
as Aide % within Aide
Identification 
% of Total
4
30.8%
3.0%
9
69.2%
6.7%
13
100.0%
9.7%
Total Count
% within Aide 
Identification 
% of Total
26
19.4%
19.4%
108
80.6%
80.6%
134
100.0%
100.0%
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Table 19. Method of Aide Identification versus Decision to Delegate Wound
Debridement to Physical Therapy Aides
Therapists who 
delegate Wound 
Debridement
Totalyes no
Aide laenanea as an Aiae uount 
Identification % vrnthin Aide
Identification 
% of Total
B
5.0%
4.5%
115
95.0%
85.8%
"■ i21
100.0%
90.3%
Not Specifically Identified Count 
as Aide % within Aide
Identification 
% of Total
13
100.0%
9.7%
13
100.0%
9.7%
Total Count
% within Aide 
• Identification 
% of Total
6
4.5%
4.5%
128
95.5%
95.5%
134
100.0%
100.0%
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Setting vs. Delegation Practices
The relationship between the extent of aide utilization and the various settings of 
physical therapy practice were examined with regard to three major categories. The 
categories included type of facility, age of patients treated and nature of the patient 
population (i.e., orthopedic, neurological, sports, cardiopulmonary, other and multiple 
populations).
Some therapists in ail facilities delegated treatments to physical therapy aides 
(Table 20). The highest significant percent (88.9%) of therapists that stated they 
delegated to physical therapy aides was found in the inpatient rehabilitation facilities. 
Therapists in outpatient facilities tended to delegate the least at 58.9%.
The ages of the patients a therapist treated may have impacted on the likelihood of 
delegating treatments to physical therapy aides (Tables 21). Therapists that worked with 
adults were three times more likely (77.0%) to delegate to aides than pediatric therapists 
(25.0%). Among geriatric therapists, 54.8% stated that they utilized physical therapy 
aides.
The majority of therapists who responded to our survey worked primarily with an 
orthopedic patient population. Seventy-six (71.7%) of the 106 therapists that worked 
with orthopedic patients utilized physical therapy aides. This percentage is considerably 
higher than the 48.3% of therapists who utilized aides within a neurological patient 
population. Table 22 contains the frequency of delegation among all populations.
Table 20. Delegation Trends Across Facility Type
61
Delegation Practices of 
Respondents
TotalYES NO
lype INPA1 IkN 1 i WdUbAÜU i uount 
of % within Type of Rehab 
Rehab Fadlity 
Paafity % of Total
IB
88.9%
10.3%
2
11.1%
1.3%
■ ■ ' ’ IB' 
100.0% 
11.6%
o u tp a t ie n t  Count 
HOSPITAL/CUNIC/HOMECARE % within Type of Rehab
Facility 
% of Total
53
58.9%
34.2%
37
41.1%
23.9%
90
100.0%
58.1%
“SKILEEDTIURsiNe PaciÜTV Count
% within Type of Rehab 
Facility 
% of Total
11
64.7%
7.1%
6
35.3%
3.9%
17
100.0%
11.0%
PRIVATE practice Count
% within Type of Rehab 
Facility 
% of Total
23
85.2%
14.8%
4
14.8%
2.6%
27
100.0%
17.4%
MULTIPLE SETTINGS Count
% within Type of Rehab 
Facility 
% of Total
3
100.0%
1.9%
3
100.0%
1.9%
Total Count
% within Type of Rehab 
Facility 
% of Total
106
68.4%
68.4%
49
31.6%
31.6%
155
100.0%
100.0%
Table 21. Delegation Trends Across Patient Age Groups
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Delegation Practices of 
Respondents
YES NO Total
Ageot " MtDlAIMIC (jount 2 é 8
Patient
Population
Treated
% within Age of Patient 
Population Treated 
% of Total
25.0%
1.3%
75.0%
3.8%
100.0%
5.1%
ADULT Count 77 23 100
% within Age of Patient 
Population Treated 77.0% 23.0% 100.0%
% of Total 49.4% 14.7% 64.1%
GERIATRIC Count 23 19 42
% within Age of Patient 
Population Treated 54.8% 45.2% 100.0%
% of Total 14.7% 12.2% 26.9%
MULTIPLE Count 4 2 6
POPULATIONS % within Age of Patient 
Population Treated 66.7% 33.3% 100.0%
% of Total 2.6% 1.3% 3.8%
Total Count 106 50 156
% within Age of Patient 
Population Treated 67.9% 3Z1% 100.0%
% of Total 67.9% 32.1% 100.0%
Table 22. Delegation Trends Across Patient Populations
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Delegation Practices of
Respondents
YES NO Total
rauenl NbUKULUUIC count U ITT 29
Population % within Patient 
Population 48.3% 51.7% 100.0%
% of Total 9.0% 9.6% 18.6%
SPORTS Count
% within Patient 
Population 
% of Total
4
100.0%
2.6%
4
100.0%
2.6%
ORTHOPEDIC Count 76 30 106
% within Patient 
Population 71.7% 28.3% 100.0%
% of Total 48.7% 19.2% 67.9%
CARDIOPULMONARY Count
% within Patient 
Population 
% of Total
3
100.0%
1.9%
3
100.0%
1.9%
OTHER Count 2 4 6
% within Patient 
Population 33.3% 66.7% 100.0%
% of Total 1.3% 2.6% 3.8%
MULTIPLE Count 7 1 8
POPULATIONS % within Patient 
Population 87.5% 12.5% 100.0%
% of Total 4.5% .6% 5.1%
Total Count 106 50 156
% within Patient 
Population 67.9% 32.1% 100.0%
% of Total 67.9% 32.1% 100.0%
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Insurance Type vs. Delegation Practices
Physical therapists treat patients with many different types of insurance coverage. 
Our research examined the difference in delegation practices across four insurance types. 
Traditional (Blue Cross/Blue Shield), Managed Care, Medicare and Medicaid were the 
four insurance options on which we focused. Initially, the relationship between the 
utilization of physical therapy aides in any manner and insurance types was examined 
(Tables 23-26). Next, delegation practices across the Traditional insurance group and 
Managed Care were examined in regard to specific physical therapy treatments (Tables 
27-42). In the case of statistical significance, the Chi-square results are included with the 
table. Significance was found with the delegation of exercise with equipment, 
ultrasound, electrical stimulation and traction within the Managed Care group. Table 43 
descriptively summarizes the difference between the percentage of physical therapists 
that delegate specific treatment tasks to aides within these two insurance types.
No statistically significant differences in general delegation practices were found 
across insurance types (Tables 23-26). The analysis of delegation practices across 
specific treatments yielded statistically significant p values in the Managed Care group 
(Tables 35-38). The Medicare and Medicaid groups showed significance, however, the 
significant p values in the Medicare group are most likely the result of the small number 
of therapists that actually utilize ultrasound, electrical stimulation, traction and massage 
in patients over 65 years old. Only 4 therapists treated a patient population of greater 
than 50% Medicaid patients. Large samples were obtained for both Traditional and 
Managed Care insurance categories.
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Table 23. Proportion of Patients with Traditional Insurance at the Therapist’s
Facility versus the Delegation Practices of the Therapist
Delegation Practices of 
Respondents
TotalYES NO
1 raaioonai ut=LÜw au% (Jount 
Insurance % within Traditional
Insurance 
% of Total
62
66.7%
40.8%
"51"
33.3%
20.4%
éi
100.0%
61.2%
ABOVÉ 6o% Count
% within Traditional 
Insurance 
% of Total
24
77.4%
15.8%
7
22.6%
4.6%
31
100.0%
20.4%
bÔNT KNOW Count
% within Traditional 
Insurance 
% of Total
18
64.3%
11.8%
10
35.7%
6.6%
28
100.0%
18.4%
Total Count
% within Traditional 
Insurance 
% of Total
104
68.4%
68.4%
48
31.6%
31.6%
152
100.0%
100.0%
Table 24. Proportion of Patients with Managed Care Insurance at the 
Therapist’s Facility versus the Delegation Practices of the Therapist
Delegation Practices of 
Respondents
TotalYES NO
Managed btLuW bU% Count
^®re % within Managed Care 
Insurance Insurance
% of Total
70
66.7%
45.8%
35
33.3%
22.9%
105
100.0%
68.6%
ABOVE bO%" Count
% within Managed Care 
Insurance 
% of Total
13
92.9%
8.5%
1
7.1%
.7%
14
100.0%
9.2%
DONT KNOW Count
% within Managed Care 
Insurance 
% of Total
22
64.7%
14.4%
12
35.3%
7.8%
34
100.0%
22.2%
Total Count
% within Managed Care 
Insurance 
% of Total
105
68.6%
68.6%
48
31.4%
31.4%
153
100.0%
100.0%
Table 25. Proportion of Patients with Medicare Insurance at the
Therapist s Facility versus the Delegation Practices of the Therapist
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Delegation Practices of 
Respondents
TotalYES NO
ivAeaicare ukLUvV bu% (jount 
Insurance % within Medicare
insurance 
% of Total
65
77.4%
42.5%
19
22.6%
12.4%
84
100.0%
54.9%
AbovÉ 50% Count
% within Medicare 
Insurance 
% of Total
25
52.1%
16.3%
23
47.9%
15.0%
48
100.0%
31.4%
ÙONT KNOW Count
% within Medicare 
Insurance 
% of Total
15
71.4%
9.8%
6
28.6%
3.9%
21
100.0%
13.7%
total Count
% within Medicare 
Insurance 
% of Total
105
68.6%
68.6%
48
31.4%
31.4%
153
100.0%
100.0%
Table 26. Proportion of Patients with Medicaid Insurance at the 
Therapist’s Facility versus the Delegation Practices of the Therapist
Delegation Practices of 
Respondents
TotalYES NO
Mecicaio ueiow ou% count 
Insurance % within Medicaid
Insurance 
% of Total
66.9%
55.1%
40
33.1%
27.2%
121
100.0%
82.3%
At)ove 50% Count
% within Medicaid 
Insurance 
% of Total
3
100.0%
2.0%
3
100.0%
2.0%
Don't Know Count
% within Medicaid 
Insurance 
% of Total
16
69.6%
10.9%
7
30.4%
4.8%
23
100.0%
15.6%
total Count
% within Medicaid 
Insurance 
% of Total
100
68.0%
68.0%
47
32.0%
32.0%
147
100.0%
100.0%
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Table 27. Proportion of Patients with Traditional Insurance at the Therapist s
Facility versus Decision to Delegate Exercise with Equipment to Aides
Therapists who 
delegate Exercise with 
Equipment
Totalyes no
1 raaioonai ubLUW ou% uount 
Insurance % within Traditional
Insurance 
% of Total
53.2%
32.7%
44
46.8%
28.8%
R
100.0%
61.4%
AfiüVË 50% count
% within Traditional 
Insurance 
% of Total
20
64.5%
13.1%
11
35.5%
7.2%
31
100.0%
20.3%
DON'T KNOW Count
% within Traditional 
Insurance 
% of Total
13
46.4%
8.5%
15
53.6%
9.8%
28
100.0%
18.3%
Total Count
% within Traditional 
Insurance 
% of Total
83
54.2%
54.2%
70
45.8%
45.8%
153
100.0%
100.0%
Table 28. Proportion of Patients with Traditional Insurance at the Therapist’s 
Facility versus Decision to Delegate Ultrasound to Aides
Therapists who 
delegate Ultrasound
Totalyes no
1 faonionai bbLuw ou% count 
Insurance % within Traditional
Insurance 
% of Total
"TT"
50.0%
30.7%
47
50.0%
30.7%
94
100.0%
61.4%
AbüvË 60% Count
% within Traditional 
Insurance 
% of Total
21
67.7%
13.7%
10
32.3%
6.5%
31
100.0%
20.3%
DON'T KNOW count
% within Traditional 
Insurance 
% of Total
11
39.3%
7.2%
17
60.7%
11.1%
28
100.0%
18.3%
Total Count
% within Traditional 
Insurance 
% of Total
79
51.6%
51.6%
74
48.4%
48.4%
153
100.0%
100.0%
68
Table 29. Proportion of Patients with Traditional Insurance at the Therapist s
Facility versus the Decision to Delegate Electrical Stimulation to Aides
Therapists who 
delegate Electrical 
Stimulation
Totalyes no
1 raaitionai ubLUw au'^ uount 
Insurance % within Traditional
Insurance 
% of Total
38
40.4%
24.8%
Së
59.6%
36.6%
94
100.0%
61.4%
ABOVE 50% Count
% within Traditional 
Insurance 
% of Total
16
51.6%
10.5%
15
48.4%
9.8%
31
100.0%
20.3%
bONT KNOW Count
% within Traditional 
Insurance 
% of Total
7
25.0%
4.6%
21
75.0%
13.7%
28
100.0%
18.3%
Total Count
% within Traditional 
Insurance 
% of Total
61
39.9%
39.9%
92
60.1%
60.1%
153
100.0%
100.0%
Table 30. Proportion of Patients with Traditional Insurance at the Therapist’s 
Facility versus the Decision to Delegate Gait Training to Aides
Therapists who 
delegate Gait Training
Totalyes no
1 raomonai utLUW au% (Jount 
Insurance % within Traditional
Insurance 
% of Total
23
24.5%
15.0%
' 7t
75.5%
46.4%
W
100.0%
61.4%
AbÜ\/Ë6Ù% count
% within Traditional 
Insurance 
% of Total
9
29.0%
5.9%
22
71.0%
14.4%
31
100.0%
20.3%
DON'T KNOW count
% within Traditional 
Insurance 
% of Total
7
25.0%
4.6%
21
75.0%
13.7%
28
100.0%
18.3%
Total Count
% within Traditional 
Insurance 
% of Total
39
25.5%
25.5%
114
74.5%
74.5%
153
100.0%
100.0%
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Table 31. Proportion of Patients with Traditional Insurance at the Therapist’s
Facility versus the Decision to Delegate Traction.
Therapists who 
DelegateTraction
Totalyes no
1 raaioonai ut=Luw ou% count 
Insurance % within Traditional
Insurance 
% of Total
32
34.0%
20.9%
62
66.0%
40.5%
100.0%
61.4%
ABOVE 50% Count
% within Traditional 
Insurance 
% of Total
15
48.4%
9.8%
16
51.6%
10.5%
31
100.0%
20.3%
DONT KNOW Count
% within Traditional 
Insurance 
% of Total
6
21.4%
3.9%
22
78.6%
14.4%
28
100.0%
18.3%
Total Count
% within Traditional 
Insurance 
% of Total
53
34.6%
34.6%
100
65.4%
65.4%
153
100.0%
100.0%
Table 32. Proportion of Patients with Traditional Insurance at the Therapist’s 
Facility versus the Decision to Delegate Massage to Aides
Therapists who 
delegate Massage
Totalyes no
1 raomonai UbLUW 5(3% count 
Insurance % within Traditional
Insurance 
% of Total
20
21.3%
13.1%
74
78.7%
48.4%
" W
100.0%
61.4%
ABOVE 50% Count
% within Traditional 
Insurance 
% of Total
10
32.3%
6.5%
21
67.7%
13.7%
31
100.0%
20.3%
DON'T KNOW Count
% within Traditional 
Insurance 
% of Total
5
17.9%
3.3%
23
82.1%
15.0%
28
100.0%
18.3%
Total Count
% within Traditional 
Insurance 
% of Total
35
22.9%
22.9%
118
77.1%
77.1%
153
100.0%
100.0%
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Table 33. Proportion of Patients with Traditional Insurance at Therapist’s
Facility versus the Decision to Delegate Patient Education to Aides
Therapists who 
delegate Patient 
Education
Totalyes no
1 radifaonai btLUW 5U% (jount 
Insurance % within Traditional
Insurance 
% of Total
15
13.8%
8.5%
81
86.2%
52.9%
S4"
100.0%
61.4%
Above 60% Count
% within Traditional 
Insurance 
% of Total
7
22.6%
4.6%
24
77.4%
15.7%
31
100.0%
20.3%
DON'T KhJoW Count
% within Traditional 
Insurance 
% of Total
5
17.9%
3.3%
23
82.1%
15.0%
28
100.0%
18.3%
Total Count
% within Traditional 
Insurance 
% of Total
25
16.3%
16.3%
128
83.7%
83.7%
153
100.0%
100.0%
Table 34. Proportion of Patients with Traditional Insurance at the Therapist’s 
Facility versus the Decision to Delegate Wound Debridement to Aides
Therapists who 
delegate Wound 
Debridement
yes no Total
Traditional BEL6w 5G% Count 5 89 94
Insurance % within Traditional 
Insurance 5.3% 94.7% 100.0%
% of Total 3.3% 58.2% 61.4%
ABOVE 50% Count
% within Traditional 
Insurance 
% of Total
31
100.0%
20.3%
31
100.0%
20.3%
DON'T KNOW Count 1 27 28
% within Traditional 
Insurance 3.6% 96.4% 100.0%
% of Total .7% 17.6% 18.3%
Total Count 6 147 153
% within Traditional 
Insurance 3.9% 96.1% 100.0%
% of Total 3.9% 96.1% 100.0%
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Delegation Trends Within Managed Care Insurance
Traction
Electrical
Stimulation
Ultrasound
o>
a x e r c i s e  with 
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50% Managed  
Care Patients 
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treatment
Figure 17. Proportion of patients with managed care insurance at the therapist’s 
facility versus the decision to delegate physical therapy treatments.
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Table 35. Proportion of Patients with Managed Care Insurance at the 
Therapist s Facility versus the Decision to Delegate Exercise with Equipment 
to Aides
Therapists who 
delegate Exercise with 
Equipment
Totalyes noManaged WLLUw bu% uount
Oare % within Managed Care
Insurance Insurance
% of Total
éé
52.8%
36.4%
5Ù
47.2%
32.5%
106
100.0%
68.8%
ABOVE 30% Count
% within Managed Care 
Insurance 
% of Total
12
85.7%
7.8%
2
14.3%
1.3%
14
100.0%
9.1%
DONT KNOW Count
% within Managed Care 
Insurance 
% of Total
16
47.1%
10.4%
18
52.9%
11.7%
34
100.0%
22.1%
Total Count
% within Managed Care 
Insurance 
% of Total
84
54.5%
54.5%
70
45.5%
45.5%
154
100.0%
100.0%
Chi-Square Tests
*
Value df
Asymp.
Sig.
(2-sided)
Kearson unK>quare 5.380® 'ï
Likelihood Ratio 7.108 2 .029
Linear-by-Linear
Association .020 1 .888
N of Valid Cases 154
0 cells (.0%) have expected count less than 5. The 
minimum expected count is 6.36.
73
Table 36. Proportion of Patients with Managed Care Insurance at the
Therapist’s Facility versus the Decision to Delegate Ultrasound to Aides
Therapists who 
delegate Ultrasound
Totalyes no
h/ianaged wtzLÜW bUVb Count
Care % within Managed Care 
Insurance Insurance
% of Total
54
50.9%
35.1%
52
49.1%
33.8%
106
100.0%
68.8%
ABOVE 50% Count
% within Managed Care 
Insurance 
% of Total
12
85.7%
7.8%
2
14.3%
1.3%
14
100.0%
9.1%
DON’T KNOW Count
% within Managed Care 
Insurance 
% of Total
13
38.2%
8.4%
21
61.8%
13.6%
34
100.0%
22.1%
Total Count
% within Managed Care 
Insurance 
% of Total
79
51.3%
51.3%
75
48.7%
48.7%
154
100.0%
100.0%
Chi-Square Tests
Value df
Asymp.
Sig.
(2-sided)
Pearson uni-aquare 0.965“ 2 .011
Likelihood Ratio 9.759 2 .008
Linear-by-Linear
Association 618 1 .432
N of Valid Cases 154
0 cells (.0%) have expected count less than 5. The 
minimum expected count is 6.82.
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Table 37. Proportion of Patients with Managed Care Insurance at the 
Therapist’s Facility versus the Decision to Delegate Electrical Stimulation 
to Aides
Therapists who 
delegate Electrical 
Stimulation
Totalyes no
Manageo bkuuvV uount
% within Managed Care 
Insurance Insurance
% of Total
42
39.6%
27.3%
64
60.4%
41.6%
' "fW "
100.0%
68.8%
ABOVË 50% Count
% within Managed Care 
Insurance 
% of Total
10
71.4%
6.5%
4
28.6%
2.6%
14
100.0%
9.1%
DON'T KNOW Count
% within Managed Care 
Insurance 
% of Total
9
26.5%
5.8%
25
73.5%
16.2%
34
100.0%
22.1%
Total Count
% within Managed Care 
Insurance 
% of Total
61
39.6%
39.6%
93
60.4%
60.4%
154
100.0%
100.0%
Chi-Square Tests
Value df
Asymp.
Sig.
(2-sided)
Hearson CnK^quare 8.379* ----- - j- --------TCfT
Likelihood Ratio 8.393 2 .015
Linear-by-Linear
Association .784 1 .376
N of Valid Cases 154
0 cells (.0%) have expected count less than 5. The 
minimum expected count is 5.55.
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Table 38. Proportion of Patients with Managed Care Insurance at the
Therapist's Facility versus the Decision to Delegate Traction to Aides
Therapists who 
delegate Traction
Totalyes no
Manageo bt:LÙi/v oU% Count
Care % within Managed Care
insurance insurance
% of Total
38
35.8%
24.7%
6é
64.2%
44.2%
106
100.0%
68.8%
ABOVE 50% Count
% within Managed Care 
insurance 
% of Total
9
64.3%
5.8%
5
35.7%
3.2%
14
100.0%
9.1%
DON’T KNOW Count
% within Managed Care 
insurance 
% of Total
6
17.6%
3.9%
28
82.4%
18.2%
34
100.0%
22.1%
Total Count
% within Managed Care 
insurance 
% of Total
53
34.4%
34.4%
101
65.6%
65.6%
154
100.0%
100.0%
Chi-Square Tests
Value df
Asymp.
Sig.
(2-sided)
Kearson cni-aquare b.866" ■ - - Y" .007
Likelihood Rattio 9.999 2 .007
Linear-by-Linear
Association 2.158 1 .142
N of Valid Cases 154
^ 1 ceils (16.7%) have expected count less than 5. The 
minimum expected count is 4.82.
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Table 39. Proportion of Patients with Managed Care Insurance at the
Therapist’s Facility versus the Decision to Delegate Gait Training to Aides
Therapists who 
delegate Gait Training
Totalyes no
iVianaged UbLUW bll% Count
Care % within Managed Care
Insurance insurance
% of Total
kV
25.5%
17.5%
79
74.5%
51.3%
106
100.0%
68.8%
aUove 50*% Count
% within Managed Care 
Insurance 
% of Total
5
35-7%
3.2%
9
64.3%
5.8%
14
100.0%
9.1%
“ DONT KNOW Count
% within Managed Care 
Insurance 
% of Total
8
23.5%
5.2%
26
76.5%
16.9%
34
100.0%
22.1%
"Total Count
% within Managed Care 
Insurance 
% of Total
40
26.0%
26.0%
114
74.0%
74.0%
154
100.0%
100.0%
Table 40. Proportion of Patients with Managed Care Insurance at the 
Therapist’s Facility versus the Decision to Delegate Massage to Aides
Therapists who 
delegate Massage
Totalyes no
Managed UbLUW bU% Count' " ' ■
Cere % within Managed Care 
Insurance Insurance
% of Total
25
23.6%
16.2%
81
76.4%
52.6%
106
100.0%
68.8%
ABOVE 50% Count
% within Managed Care 
Insurance 
% of Total
5
35.7%
3.2%
9
64.3%
5.8%
14
100.0%
9.1%
“DONT KNOW Count
% within Managed Care 
Insurance 
% of Total
5
14.7%
3.2%
29
85.3%
18.8%
34
100.0%
22.1%
Total Count
% within Managed Care 
Insurance 
% of Total
35
22.7%
22.7%
119
77.3%
77.3%
154
100.0%
100.0%
Table 41. Proportion of Patients with Managed Care Insurance at the
Therapist’s Facility versus the Decision to Delegate Patient Education to Aides
77
Therapists who 
delegate Patient 
Education
Totalyes no
Managed dbLüw au'ib uounc
Care % within Managed Care
Insurance Insurance
% of Total
16
15.1%
10.4%
90
84.9%
58.4%
iW
100.0%
68.8%
ABOVE 50% Count
% within Managed Care 
Insurance 
% of Total
3
21.4%
1.9%
11
78.6%
7.1%
14
100.0%
9.1%
DON'T KNÜW Count
% within Managed Care 
Insurance 
% of Total
6
17.6%
3.9%
28
82.4%
18.2%
34
100.0%
22.1%
Total Count
% within Managed Care 
Insurance 
% of Total
25
16.2%
16.2%
129
83.8%
83.8%
154
100.0%
100.0%
Table 42. Proportion of Patients with Managed Care Insurance at the 
Therapist’s Facility versus the Decision to Delegate Wound Debridement to Aides
Therapists who 
delegate Wound 
Debridement
yes no Total
Manageo bbLUW5ü% Count 4 102 106
Care
Insurance
% within Managed Care 
Insurance 3.8% 96.2% 100.0%
% of Total 2.6% 66.2% 68.8%
ABOVE 50% Count 1 13 14
% within Managed Care 
Insurance 7.1% 92.9% 100.0%
% of Total .6% 8.4% 9.1%
DONT KNOW Count 1 33 34
% within Managed Care 
Insurance 2.9% 97.1% 100.0%
% of Total .6% 21.4% 22.1%
Total Count 6 148 154
% within Managed Care 
Insurance 3.9% 96.1% 100.0%
% of Total 3.9% 96.1% 100.0%
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Table 43. Delegation of physical therapy treatments across insurance types.
Physical Therapy 
Treatment Administered
Percentage of Physical Therapists who Delegate 
Treatment Tasks to Aides
Therapists who 
Treat Greater than 50% 
Managed Care Patients 
(n=14)
Therapists who Treat 
Greater than 50% 
Traditionally Insured 
Patients 
(n=3I)
Exercise with Equipment 85.7% 64.5%
Ultrasound 85.7% 67.7%
Electrical Stimulation 71.4% 51.6%
Traction 64.3% 48.4%
Gait Training 35.7% 29.0%
Massage 35.7% 32.3%
Patient Education 21.4% 22.6%
Wound Debridement 7.1% 0%
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Figure 18. Delegation of physical therapy treatments when therapists treat a majority of 
either managed care or traditionally insured patients.
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Incidence of Perceived Concerns
As discussed in chapter two, there is a long history of controversy regarding 
utilization of physical therapy aides. This controversy and vagueness in APTA and state 
laws addressing aide utilization may contribute to a feeling of uncertainty among 
therapists when delegating treatment aspects to physical therapy aides. Articles by Bashi 
(1993), Guccione (1980), and Fisher (1997) aU discuss into ethical aspects of aide 
utilization. Because very few procedures are considered purely simple or complex under 
all circumstances (Watts 1993), each therapist may view treatment tasks differently in 
varied circumstances. Research question five investigates this perceived concern 
therapists may face when delegating the eight surveyed modalities.
Data collected regarding incidence of perceived concerns with aide utilization fell 
into four categories (Tables 44-51). Information from therapists who did have concerns 
with delegation as well as information gathered from therapists who reported having no 
perceived concerns was further categorized into those who delegated or did not delegate. 
This data was collected in these specific categories for each treatment aspect listed in our 
survey. Originally, the survey offered therapists choices of how often delegation to aides 
occurred for each treatment. These choices included 0%, 1-24%, 25-49%, 50-74% and 
75-100% of patient visits the therapists decided to delegate a particular treatment to an 
aide. However, the sample size was too small to use this technique and resulted in Chi- 
square expected cell counts below the required minimum necessary to satisfy the 
assumptions of the test. Thus descriptive information, regarding the percent of patient
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visits where therapists delegated specific treatment tasks to aides, was condensed into 
“yes” and “no” answers according to individual delegation.
Information regarding perceived concerns was collected in columns six and 
seven in the chart as “yes” and “no” answers on the second page of our survey (appendix 
A). This data is only representative of the therapists that completed the second page of 
our survey in its entirety. Fisher’s Exact tests were performed on these two subgroups to 
determine if a relationship existed between the extent of aide utilization and the extent of 
perceived concerns of surveyed therapists. Fisher’s exact values were only significant in 
the treatment aspect of ultrasound. The exact significance of the 2-sided Fisher’s exact 
test was p= .016 for ultrasound (Table 44).
Of the therapists that delegated ultrasound, 27% reported having concerns with 
this treatment aspect (Table 44). Compared to the 7 other treatment tasks, delegation of 
ultrasound resulted in the lowest incidence of perceived concerns among the therapists 
who actually delegated the task to aides.
Exercise with equipment was a notable treatment aspect in this research question, 
because we had determined earlier that it was the most delegated treatment listed in our 
survey. The data regarding exercise with equipment produced a notably high percent 
(51%) of those therapists that delegated this treatment while having perceived concerns 
(Table 45).
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Within the electrical stimulation cross-tabulation, fifty-seven therapists reported 
delegating this task. However, of these therapists, 35% reported having concerns with 
delegation versus 65% of therapists reported having no concerns (Table 46).
Respondents that reported delegation of patient education to physical therapy 
aides expressed thetighest incidence of perceived concerns at 62% (Table 50). Patient 
education presented with a full ten percentage points above the second highest in this 
category, exercise with equipment (51.3%). Interestingly, of the six therapists who 
reported delegating wound debridement, five reported no concerns when delegating this 
treatment task (Table 51). The results regarding perceived concerns with the delegation 
of the 8 specific physical therapy treatments varied widely. Comprehensive results for all 
8 treatment categories can be found in tables 44-51.
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Table 44. Ultrasound: Decision to Delegate or Not versus Perceived Concerns
Perceived Concerns 
regarding delegation of 
Ultrasound
Totalyes no
Delegation yes uount
Decision % within Delegation
Decision 
% of Total
20
27.4%
23.5%
53
72.6%
62.4%
73
100.0%
85.9%
no Count
% within Delegation 
Decision 
% of Total
8
68.7%
9.4%
4
33.3%
4.7%
12
100.0%
14.1%
Total Count
% within Delegation 
Decision 
% of Total
28
32.9%
32.9%
57
67.1%
67.1%
85
100.0%
100.0%
Fisher’s Exact Test
Value df
Asymp.
Sig.
(2-sided)
Exact Sig. 
(2-sided)
Exact Sig. 
(1-sided)
rearson Uhi-aquare ■ 7.194“ 1 .007
Continuity CorrectioA 5.527 1 .019
Likelihood Ratio 6.736 1 .009
Fisher's Exact Test .016 Oil
Linear-by-Linear
Association 7.110 1 .008
N of Valid Cases 85
^ Computed only for a 2x2 table
^ 1 cells (25.0%) have expected count less than 5. The minimum expected count is 3.95.
Table 45. Exercise with Equipment: Decision to Delegate or Not Versus 
Perceived Concerns
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Perceived Concerns 
regarding delegation of 
Exerercise with 
Equipment
Totalyes no
üeiegation yes uount
Decision % within Delegation
Decision 
% of Total
41
51.3%
46.6%
33
48.8%
44.3%
80
100.0%
90.9%
no Count
% within Delegation 
Decision 
% of Total
3
37.5%
3.4%
5
62.5%
5.7%
8
100.0%
9.1%
Total Count
% within Delegation 
Decision 
% of Total
44
50.0%
50.0%
44
50.0%
50.0%
88
100.0%
100.0%
Table 46. Electrical Stimulation: Decision to Delegate or Not versus 
Perceived Concerns
Perceived Concerns 
regarding delegation of 
Electrical Stimulation
Totaly®® .L1 noDelegation yes uount 
Decision % within Delegation
Decision 
% of Total
35.1%
25.0%
”37"
64.9%
46.3%
57
100.0%
71.3%
no Count
% within Delegation 
Decision 
% of Total
12
52.2%
15.0%
11
47.8%
13.8%
23
100.0%
28.8%
Total Count
% within Delegation 
Decision 
% of Total
32
40.0%
40.0%
48
60.0%
60.0%
80
100.0%
100.0%
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Table 47. Traction: Decision to Delegate or Not versus Perceived Concerns
Perceived Concerns 
when delegating 
Traction
Totalyes no
ueiegaoon yes uount 
Decision % within Delegation
Decision 
% of Total
20
43.5%
26.7%
28
56.5%
34.7%
46
100.0%
61.3%
no Count
% within Delegation 
Decision 
% of Total
12
41.4%
16.0%
17
58.6%
22.7%
29
100.0%
38.7%
Total Count
% within Delegation 
Decision 
% of Total
32
42.7%
42.7%
43
57.3%
57.3%
75
100.0%
100.0%
Table 48. Gait Training: Decision to Delegate or Not versus Perceived 
Concerns
Perceived Concerns 
when delegating Gait 
Training
Totalyes no
Delegation yes count 
Decision % within Delegation
Decision 
% of Total
14
36.8%
18.4%
24
63.2%
31.6%
38
100.0%
50.0%
no Count
% within Delegation 
Decision 
% of Total
17
44.7%
22.4%
21
55.3%
27.6%
38
100.0%
50.0%
Total Count
% vrithin Delegation 
Decision 
% of Total
31
40.8%
40.8%
45
59.2%
59.2%
76
100.0%
100.0%
86
Table 49. Massage: Decision to Delegate or Not versus Perceived Concerns
Perceived Concerns 
when delegating 
Massage
Totalyes no
delegation yes uount
Decision % within Delegation
Decision 
% of Total
12
35.3%
18.5%
22
64.7%
33.8%
3?
100.0%
52.3%
no Count
% within Delegation 
Decision 
% of Total
14
45.2%
21.5%
17
54.8%
26.2%
31
100.0%
47.7%
Total Count
% within Delegation 
Decision 
% of Total
26
40.0%
40.0%
39
60.0%
60.0%
65
100.0%
100.0%
Table 50. Patient Education: Decision to Delegate or Not versus 
Perceived Concerns
Perceived Concerns 
when delegating 
Patient Education
Totalyes no
ueieganon yes Count 
Decision % within Delegation
Decision 
% of Total
61.9%
20.0%
s
38.1%
12.3%
21
100.0%
32.3%
no Count
% within Delegation 
Decision 
% of Total
18
40.9%
27.7%
26
59.1%
40.0%
44
100.0%
67.7%
Total Count
% within Delegation 
Decision 
% of Total
31
47.7%
47.7%
34
52.3%
52.3%
65
100.0%
100.0%
Table 51. Wound Debridement: Decision to Delegate or Not versus 
Perceived Concerns
87
Perceived Concerns 
when delegating 
Wound Debridement
Totalyes no
üeiegation yes uount
Decision % within Delegation
Decision 
% of Total
'T“
16.7%
1.7%
83.3%
8.5%
6
100.0%
10.2%
no Count
% within Delegation 
Decision 
% of Total
26
49.1%
44.1%
27
50.9%
45.8%
53
100.0%
89.8%
Total Count
% within Delegation 
Decision 
% of Total
27
45.8%
45.8%
32
54.2%
54.2%
59
100.0%
100.0%
Chapter 5
Discussion of Findings
Delegation Practices in Michigan 
The first research question inquiring about the extent of physical therapy aide utilization 
in Michigan was developed from two previous research studies. One was an unpublished study 
performed in Arkansas (Fischer, 1997) and the other in Indiana (Bashi, 1993). The author’s own 
experiences as physical therapy aides in Michigan were also considered in the construction of the 
present study. Each of the authors was a physical therapy aide in Michigan for 1-2 years and 
was then accepted into the physical therapy program at Grand Valley State University. During 
the graduate education of the physical therapy program, the authors learned many instances 
where the care we had given as physical therapy aides, may not have been of optimal quality 
that the patients could have received firom a licensed physical therapist For example, while 
working in skilled nursing facilities and outpatient clinics as aides, the authors were often the 
first people to have contact with patients and initiated treatment. Many times the patients had 
not been seen by a therapist for 3 or 4 days and a reassessment should have been performed prior 
to treatment initiation. The author’s lack of knowledge regarding contraindications and how to 
perform an accurate reassessment may have placed the patients at risk.
The unpublished study done in Arkansas indicated that physical therapy aides were 
performing a variety of treatments (Fisher et. al. 1997). These aspects were integral in the 
development of the instrument for the present survey.
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The first research question was developed under the authors’ premise that 
delegation of physical therapy treatments to physical therapy aides would be extensive.
In addition to the previous research and the author’s experience, there was an assumption 
that the current changes in health care, such as Managed Care and capitation, would 
encourage delegation to physical therapy aides to meet productivity demands.
Table 1 displays the general delegation trends of the surveyed physical therapists. 
The authors were surprised to find through the current study that 35% of 164 respondents 
reported not delegating any treatment aspects to physical therapy aides. However, this 
percentage primarily consisted of therapists who did not have aides in their workplace. 
Also included were therapists who had aides, but only delegated maintenance or patient 
transport to the aide or utilized the aide as a direct assistant to the physical therapist. This 
category also included a few respondents who reported not working at that time.
Sixty-five percent of respondents did report delegating physical therapy treatment 
aspects to physical therapy aides (Table 1). The authors of the current study wanted to 
focus attention on this larger group of respondents because there is much controversy 
regarding the utilization of physical therapy aides. The changes in health care are forcing 
therapists to examine all aspects of physical therapy practice to find ways to reduce costs, 
while still providing the same amount of patient care. Delegation of responsibilities to 
lower paid, unlicensed providers is one option being utilized by many therapy companies.
The authors of this research project wanted to collect data specific to Michigan 
and create discussion regarding aide utilization, because of its close relationship to 
physical therapist demand, changes in health care and quality patient care. This research
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project in no way makes attempts to provide a solution to the multifaceted aide utilization 
controversy.
The present authors targeted specific physical therapy treatment aspects to collect 
data regarding delegation trends in Michigan. As stated previously, this list was 
developed from a similar survey done in Arkansas. Treatment aspects were chosen with 
the prediction of producing low, moderate and high response rates. The expected 
delegation trends were very similar to the actual data collected. Exercise with equipment 
and ultrasound were commonly delegated in the author’s physical therapy aide 
experience and therapists in Michigan ranked these first and second respectively in 
frequency of delegation.
Six of the eight modalities were common to both the Bashi and Michigan studies. 
These modalities fell into similar order of delegation frequencies as found in Table 1.
The Bashi study was more specifically reporting unsupervised modality treatments, and 
the Michigan study was general delegation to physical therapy aides.
The authors reasoned that ultrasound and exercise with equipment might be 
delegated at a higher frequency due to the fact that these treatment aspects are easier to 
teach at a psychomotor level. This was found to be the case. Parameters of these aspects 
of treatment can be developed by the physical therapist and subsequently delegated to a 
physical therapy aide.
Gait training, massage, patient education and wound debridement were all 
treatment aspects in the lower one-third in firequency of delegation in the current study
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(Table 1). The authors assumed that the infirequent delegation of gait training was due to 
the respondents’ interpretation o f the term “gait training” to mean individualized 
treatment methods as compared to generic ambulation. Gait training versus ambulation 
possibly indicated a more hands-on approach such as neuro&cilitation, which is more 
specifically in the realm of the physical therapist.
Massage was also one of the less frequently delegated treatment tasks. The 
present authors assume this finding is due to the additional knowledge needed to perfr>rm 
this treatment aspect Massage is often used as an evaluative technique to find muscle 
spasms or pathology that may be indicative of the patient’s diagnosis or problem. Low 
incidence of massage delegation to aides may be because individuals needing this 
treatment are referred to specialists such as massage therapists.
The authors think the reasons that patient education was not delegated as much as 
other modalities are two-fold. First, patient involvement in proper individualized home 
exercise programs and patient knowledge of pathology encourages the patient to become 
more involved in their therapy. Second, in light of Managed Care, patient education is 
necessary to produce a more efficient treatment program. Patient education is also 
specific to each patient and each diagnosis, making it a less routine task.
Finally, wound debridement was the least delegated treatment aspect with only six 
out of 164 therapists reporting delegation of this treatment to physical therapy aides 
(Table SI), (^uhe fiankly, the authors were surprised that even six therapists delegate this 
treatment, because many physical ther^ists are not confident in their own knowledge in
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providing quality care in this area. In the author’s experience, wound debridement is 
briefly touched upon in graduate school, and that continuing education would be 
necessary to become proficient in this treatment.
The present authors encourage readers to examine the data regarding trends in 
physical therapy aide utilization combined with data regarding physical therapist 
reassessment of patients. Physical therapist reassessment was researched utilizing 
questions numbered fifteen, sixteen and twenty-four of our instrument (Appendix A). 
These questions allude to the legal aspects of physical therapy treatment delegation. On 
the surface, most therapists may agree that a 32% delegation rate of traction to physical 
therapy aides is not abusive. A therapist may justify delegating traction by developing 
the parameters and providing the initial treatment and monitoring patient tolerance at that 
time. The aide merely continues this specified treatment during following patient visits. 
Unless a physical therapist reassesses each patient prior to the aide performing this 
predetermined modality, technically the aide is performing an assessment and 
determining that the modality is appropriate for that patient that day. Reassessment of 
patients is ethically/legally restricted to physical therapist assistants and physical 
therapists. One may raise questions regarding the quality of care a patient receives 
having the same traction treatment at each visit without adjustment, no matter who 
delivers the patient care.
As physical therapy students, the present authors have hoped to educate other 
students and current physical therapists regarding delegation trends in Michigan. The 
current study will generate conversation regarding the ethical and legal aspects
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associated with delegation so physical therapists can prepare themselves for decisions 
they will be making in their professional careers. This type of education may also better 
prepare physical therapists for changes yet to come in health care.
Benefits to physical therapy practice may be found by examining this data on a 
larger scale. Physical therapists can compare their delegation tendencies to the data 
collected by the current research to determine if they are in the majority or minority and 
adjust their delegation tendencies accordingly. Consequently some therapists may look at 
the present data and see on the larger scale the impact of their individual delegation 
tendencies on physical therapy practice as a whole.
Aide Identification versus Delegation Practices 
The second research question was developed in light of research done by Bashi 
and Domholdt (1993), in which they reported a relationship between the method of 
physical therapy aide identification and likelihood of delegatioiL Bashi and Domholdt 
(1993) found therapists were more likely to delegate unsupervised treatments to physical 
therapy aides at fecilities where the aides were not identified. The current study however 
revealed no such relationship. Of the 105 respondents that stated utilizing physical 
therapy aides, 58 stated aides were identified by nametag, 33 stated verbal introductions 
were used and only 10 claimed that a nametag or verbal introduction was not used to 
identify their aides. This finding indicates that a majority of therapists are identifying 
aides in a manner consistent with the APTA Guide to Physical Therapy Practice. With 
regard to methods of aide identification, no significant differences were found generally 
(Table 11) or specifically across the eight physical therapy treatments (Tables 12-17).
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The reasons for these findings may be two-fold. First, the authors had 
experiences that conflicted with the results of the current study. The authors were 
surprised that such a few number of therapists utilized unidentified aides, as this was not 
the norm within their personal experiences. Rarely were either of the authors required to 
wear nametags that stated their position as physical therapy aide, and verbal introductions 
occurred even less firequently. The data of the current study did report introductions 
being used less firequently, however at a firequency level still higher than experienced by 
either author. Secondly, many therapists may have answered the question according to 
facility policy rather than their experiences. The authors’ experience on a final clinical 
affiliation at an outpatient clinic in Michigan presents a good example. The head 
physical therapist informed me that all aides were required to wear nametags identifying 
them as such. In reality the aides rarely wore the nametags; instead the nametags were 
used as clips to hold privacy curtains closed.
In today’s highly competitive, yet cost efficient, health care market, companies 
are most certainly looking for ways to cut costs while maintaining productivity. The 
present authors believe it is extremely important that clients are kept aware of whom is 
rendering the services for which they are paying. As health care continues to change, 
consumer awareness is one issue physical therapists will need to keep in mind as they 
make ethical and legal decisions that affect their profession.
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Setting versus Delegation Practices 
The third research question, regarding the extent of aide utilization in the various 
settings of physical therapy practice, is addressed in the following three sections. The 
present authors utilized facility, age of the patient and patient population to address the 
settings of physical therapy practice in its entirety. Descriptive research was used to 
examine the findings of this portion of the present study. The present authors conducted 
Chi-square analyses of these results, however no statistically significant results were 
found. This finding may be secondary to multiple cells that contained an expected count 
less than the minimum required.
Facility versus Delegation Practices 
Table 17 contains information regarding delegation practices across various 
facilities. Respondents were asked to choose between four major facility types. The 
choices included inpatient, outpatient, skilled nursing facility and private practice.
Therapists in inpatient facilities (IP) were most likely to delegate treatment tasks 
to aides. This is contradictory to what the authors originally believed the present results 
would yield. Personal experiences as aides and physical therapy students in a variety of 
settings led us to believe that less delegation would occur in inpatient (IP) facilities as 
compared to outpatient (OP) clinics and skilled nursing facilities (SNF). Both of the 
current authors worked in IP settings as either aides or physical therapy students. At 
these IP facilities, either no aides, or two or fewer, aides were utilized for
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patient treatments. One of the present author’s final clinical affiliations at an outpatient 
clinic utilized aides extensively. There was approximately a 1:3 ratio of therapists to 
aides. Yet the results of present study showed that outpatient therapists were the least 
likely to delegate. With the advent of the prospective payment system in SNFs, the 
present authors assumed there would be increased delegation in this setting as well. 
However, therapists in SNF were the second least likely to delegate.
Eighty-nine percent of therapists at IP facilities stated that they delegated some 
treatments to physical therapy aides. Although the author’s personal experiences do not 
correspond to this finding, firom a business perspective, these delegation tendencies may 
make sense. Individuals in an IP setting tend to have less control over their therapy 
options. Inpatients are in a sense “trapped” at the facility and would find it difficult to 
leave if they were unhappy with services rendered. Hence, even if the use of aides did 
decrease quality of care, patients may not have the option to leave. However, clients 
seeking outpatient services generally have a variety of clinics or therapists firom which to 
choose. Outpatients can come and go voluntarily and can easily chose to go elsewhere if 
satisfaction with the quality of service is not found. This fact may encourage therapists 
and companies to be more concerned with giving patients one on one attention.
Age of Patients Treated versus Delegation 
The age of patients treated was the second category examined. Table 18 contains 
results regarding delegation practices across age groups. As expected, pediatric physical 
therapists delegated tasks to aides the least at 25.0%. This is not surprising, as pediatric
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patients generally need a lot of one-on-one attention. Many treatment approaches 
utilized among children are hands on and require special training or skills. These reasons 
may explain the low delegation rate among pediatric therapists.
Therapists working with adults tended to delegate the most at 77.0%, followed by 
geriatric therapists at 55.8%. Again, these findings were opposite of what the present 
authors expected based on personal experiences. Personal experiences of working with a 
variety of patient age groups led us to believe that geriatric therapists would delegate the 
most. The authors worked as aides in skilled nursing facilities extensively and agreed 
that a significant amount of delegation to aides took place at these facilities. Geriatric 
patients often have diagnoses that require protocol treatments, such as total hip 
replacements. Both of the current authors treated many such patients independently and 
without supervision. Increased delegation among adult versus geriatric populations 
probably occurs for several reasons. First, the most delegated tasks in the present study 
were exercise with equipment and ultrasound. These two particular treatments are not 
widely used among the elderly. Second, geriatric patients often have multiple diagnoses 
and are generally more unhealthy. Therefore, one would think these individuals need 
more of the therapist’s personal attention. Lastly, in the past Medicare has been 
extremely generous in it’s reimbursement of physical therapy services for geriatric 
clients. In the past, long-term care facilities were able to hire an adequate number of 
therapists to treat patients and did not have to rely heavily on aides. However, today’s 
highly cost and time-efficient health care market demands the use of physical therapy 
aides. Medicare also has become more strict regarding reimbursement for services not 
rendered by a skilled professional.
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Although reimbursement for physical therapy services is dwindling secondary to 
Prospective Payment Systems (PPS), the program is still in its infancy. PPS will be 
implemented over a 4-year period, with the least amount of change occurring in the first 
year. By the year 2002, PPS should be completely implemented and treatment 
reimbursement for Medicare patients will be 100% federal rate. The delegation trends 
shown in the present study may be more representative of current and past trends and not 
future trends.
Patient Population versus Delegation
Patient population was the last category addressed regarding delegation trends 
across settings. Respondents were given a choice of neurological, sports, orthopedic, 
cardiopulmonary or other for the patient population treated the majority of the time.
Table 19 displays the results across each category. The majority of therapists worked 
with either neurological or orthopedic patients.
The most delegation occurred among therapists who treated primarily sports, 
cardiac and multiple populations. However these findings are not truly representative as 
these categories contained only 4,3 and 8 respondents respectively. Among the 
categories with a larger number of respondents, orthopedic therapists delegated more than 
therapists who treated primarily neurological clients. Of the 105 respondents that worked 
with mainly orthopedic patients, 76 of these therapists utilized physical therapy aides. Of 
the therapists that treated a majority of neurological patients, 14 of the 29 respondents 
stated using aides.
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There are no certain reasons for the delegation trends across populations in the 
present study. Therapists who treat orthopedic patients may be able to delegate more 
because many orthopedic treatments are repetitive in nature (i.e. Total Joint 
Replacements). Therapists may be able to train aides to adequately carry out some 
orthopedic protocols. Neurological deficits are extremely variable firom patient to 
patient. Treatment programs for neurological problems often include neurofacilitation 
and other handling techniques. These treatment applications involve a higher degree of 
skill and the ability to constantly re-evaluate patient progress and performance. Unlike 
orthopedic diagnosis, there are usually not established protocols or expected outcomes for 
neurological clients, as return of function is highly variable.
Although none of the findings in this portion of the present study were 
statistically significant, the information is still valuable in a descriptive manner.
Therapists should strive to gain a better understanding of delegation trends among their 
cohorts. This will enable them to make appropriate decisions regarding their own 
delegation practices. The difference in delegation tendencies between OP and IP settings 
should be noted. If therapists are truly delegating less in OP settings because business 
could be lost, should this become the gold standard? Therapists’ concern regarding the 
quality of care their patients are receiving should be greater than concerns regarding 
business aspects. With this in mind, therapists should strive to treat inpatients with as 
much respect and fear of losing business as outpatients. Additionally, one would think 
the more compromised inpatient clients are the individuals that need the one-on-one care. 
The present results may be distributed in this manner for many reasons. Our goal is
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simply to give clinicians a clearer understanding of delegation practices and to stimulate 
discussion regarding the appropriateness of these practices.
Insurance Type versus Delegation 
The fourth research question inquires about the relationship between the extent of 
aide utilization and the percent of Traditionally insured patients versus Managed Care 
patients treated by physical therapists. “Whereas 10 or 15 years ago the chance to shift 
some minor responsibilities to other, less skilled team members might have been a 
welcome help to physical therapists, today’s highly cost and, time conscious health care 
market absolutely demands delegation of responsibility” (Le Postollec, 1998). This bold 
statement by Le Postollec reflects a shift in health care brought about by a changing 
reimbursement system. The restraints brought about by Managed Care are forcing 
companies and therapists to increase the use of lower cost and less skilled individuals. 
Among the support staff being utilized by physical therapists are aides or technicians.
To say definitively that Managed Care is the cause of this shift in delegation 
trends is impossible. However, the research question in Chapter One that reads, “What is 
the relationship between the extent of aide utilization and the percent of Private Pay 
(Traditional insurance) versus Managed Care patients treated?” examined this 
phenomenon. The present authors used Pearson chi-square to analyze relationships 
between delegation practices and therapists that treated different patient populations. 
Respondents were divided into categories of treating less than 50% or greater than 50% 
of either Managed Care or Traditionally insured patients.
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Statistically significant differences in delegation practices were found among the 
Managed Care populations. Ultrasound, exercise with equipment, electrical stimulation 
and traction were the treatments that showed significant differences in delegation 
between therapists in the greater than or less than 50% groups.
The authors further examined this concept by descriptively exploring the 
differences in delegation practices across insurance types. The delegation trends among 
respondents that treated greater than 50% Managed Care patients were compared to the 
trends among respondents that treated greater than 50% Traditional patients. Ninety- 
three percent of therapists in the Managed Care category delegated physical therapy 
treatments to aides, as compared to the 77.4% of therapists that delegated to aides within 
the greater than 50% Traditionally insured patients. Patient education was the only 
treatment delegated less among the Managed Care population. Table 43 contains the 
percentages of therapists within each category that delegate specific treatments. 
Descriptive research showed the largest difference was found with the delegation of 
ultrasound. Eighty-six percent of the therapists in the Managed Care group delegated, as 
compared to the 64.5% of therapists in the Traditional insurance category.
These differences in delegation trends are probably disturbing to some physical 
therapists. Importance must be placed of keeping the patient aware of the services for 
which they are paying. In the Le Postellec article, Marcia Hall, Director of Physical 
Therapy at Pottsville Hospital and Wame Clinic, poses some interesting questions. She 
asks, “Are you informing them (patients) that through case management, you plan to 
delegate out to someone less qualified than you? Or are you just functioning from the
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perspective that you have 50 patients to see and have no choice but to delegate 
responsibilities to your aide?” These are excellent questions that are becoming more 
important as health care continues to change. This concern triggered the authors’ 
interests surrounding perceived concerns with the delegation of tasks to physical therapy 
aides. This issue is addressed by the fifth research question.
Perceived Concerns versus Delegation 
The fifth and final research question regarding the extent of aide utilization and 
the incidence of perceived concerns was developed because the present authors 
emphatically agree with the Guccione (1980) report that stated delegating duties to 
support personnel is a frequently occurring ethical decision physical therapists needed to 
make. The authors also support Bashi (1993) and Guccione (1980) in their emphasis on 
the need for physical therapy educators to prepare their students for these decisions. This 
section is intended to stimulate discussion regarding ethical dilemmas that physical 
therapists may face in the workplace surrounding aide utilization.
The significance, found in the data collected regarding perceived concerns when 
delegating ultrasound, appears to be due to the fact that therapists delegate directly 
related to their having or not having perceived concerns about delegating ultrasound. In 
other words, of the delegating respondents, those that had concern were less likely to 
delegate ultrasound (Table 45).
Although the present sample had similar demographic characteristics, respondents 
varied greatly in delegation tendencies with regard to their individual perceived concerns. 
Increased significance may have been found in the area of perceived concerns and
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delegation of treatment aspects, had therapists viewed each modality with similar kinds 
of concerns. The authors did expect more conformity from this sample. Reasons for this 
non-conformity may include varied demands of productivity, varied experience or 
education levels of physical therapy aides and the ethical values of each therapist. A 
variety of delegation tendencies and views of perceived concerns, although not expected, 
did not alarm the authors. However it is notable that in many treatments, delegation 
frequencies were not effected by the respondents’ perceived concerns. In fact, the data 
indicates that many therapists delegated exactly opposite to the incidence of their 
perceived concerns. For example, in Table 45,44 respondents reported having perceived 
concern when delegating exercise with equipment, however 41 of those respondents still 
delegated this modality. This is just one example of data supporting the supposition that 
many of our respondents delegated modalities with little regard to their perceived 
concerns.
All of the surveyed treatments showed frequency of delegation coupled with the 
incidence of perceived concerns (Tables 44-51). Therefore, these concerns are not 
preventing delegation of treatment aspects to physical therapy aides. In column twelve of 
the present survey (Appendix A), therapists were encouraged to indicate the specific type 
of perceived concerns they had with each treatment aspect. Choices of types of perceived 
concerns were billing amount, quality of care and other. By far the most frequent 
response to type of perceived concern was quality of care. Their concerns may not be as 
serious as fearing harm to the patient, but rather less than optimal care being given to 
patients. The physical therapist is responsible for the quality of care given to a patient
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ârom the time of evaluation to the time of discharge. When delegating treatments to 
aides, physical therapists lose some control by depending on others to carry out 
appropriate quality of care. When delegating patient treatments to unlicensed or on-the- 
job trained personnel, it would stand to reason that physical therapists would have 
increased concern involving quality of care. These concerns may also be present more 
often secondary to the fact that the ultimate responsibility lies on the physical therapist 
should quality of care not be at the appropriate level. Quality of care is monitored on an 
administrative level as an area of quality improvement. Quality Improvement is a strong 
indicator of success as health care develops more business-like tendencies. . physical 
therapy in managed care environments is requiring therapists to make changes in the 
maimer in which services are delivered.. .now, more than ever before, therapists are 
placed in situations of having to decide between the financial goals of health care 
organization and the patients’ best interest” (Brimer 1998). The present study reflects 
this statement as quality of care was the responding therapist’s most firequent response 
when asked to identify the types of perceived concerns encountered with delegation to 
physical therapy aides.
Limitations
The interpretation of the results of the present study must be considered in view of 
the limitations of the study. The systematic acquisition of the present sample was 
conducted from a list of Michigan Physical Therapy Association members according to 
zip codes. This list is estimated to include roughly two-thirds of the therapists in
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Michigan. Therefore, the generalizability of the present results to the entire state of 
Michigan is limited.
Surveys were mailed out systematically by zip codes across the state of 
Michigan. This insured responses from a variety of geographical locations. However, 
the present authors were unable to account for biases in setting and the type of position 
the therapists held. For example, some respondents may have been administrators and 
answered the survey according to facility policy rather than actual practices.
The instrument used for data collection may have been a limitation to the present 
study. A significant number of respondents answered the survey incorrectly or 
incompletely. The directions describing the proper process for filling out the delegation 
and perceived concerns portion of the questionnaire were not clear. Many therapists 
stated they did not delegate a particular task to aides, yet went on the answer that they 
had concerns during delegation.
Another limitation of the present study was its subjective nature. The present data 
represents the opinions of the therapists that responded. All therapists have different 
views of ethically responsible behavior. The quality and education of the aides utilized 
by therapists also varies. The present survey did not adequately evaluate this aspect 
which is generally considered when delegating treatment tasks to aides.
The present survey offered respondents too many choices within some categories. 
The present sample size (n=164) was not large enough to distribute enough responses in 
each available category (cells). This led to cells containing expected counts below the 
minimum allowed for conducting a statistical test. In some categories expected counts
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were adequate yet sample size was still small. This factor may affect the generalizability 
of the results.
The sample size of the present study and the surveys with incomplete information 
did not allow us to conduct statistical analyses regarding specifically how often physical 
therapy aides were delegated treatment tasks. The percent of patient visits the therapists 
delegated specific treatment tasks were limited to statistical analysis of general trends and 
descriptive research. Originally, the responding therapists were asked to indicate the 
percentage of patient visits delegation to physical therapy aides took place for each of the 
eight specific treatments. The choices included: 0-24%, 25-49%, 50-74% or 75-100% of 
patient visits the therapist delegated the treatment task to an aide. This method resulted 
in numerous cells containing less than the m inim um  expected counts needed for 
statistical significance. Therefore, the authors condensed the findings into “yes” or “no” 
categories. When the relationship between delegation practices and other factors were 
examined, the authors were only able to determine “yes”, therapists delegated, or “no”, 
they did not. A response that indicated a therapist did delegate ultrasound could mean 
this delegation happens on rare occasions or that many aides do this on a daily basis. For 
this reason the present authors were unable to accurately use Chi-square analysis in all 
areas. Condensement of categories enabled the authors to use Fishers exact analysis, 
which does not rely on minimum expected cell counts. Even when Chi-square and 
Fishers exact analysis can show relationship, cause and effect cannot be determined.
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Further Research
This research project was intended to be a stepping stone to a variety of possible 
future research areas. As their predecessors, the present authors feel it would be of 
interest to survey physical therapy aides instead of physical therapists. This switch in 
survey methods may bring new data of interest or solidify information already collected 
from physical therapists.
The large number (in the present sample) of physical therapists who reported not 
delegating to physical therapy aides, or do not have physical therapy aides at their 
workplace leads to further research in itself. The present authors feel a historical study 
would be of interest to decipher if there is a trend towards or away from these practices.
In response to the greater number of therapists that do find a need to delegate 
treatment aspects to physical therapy aides, a research study could be performed to 
inquire about aide training trends. Interest may also be found in further research of 
minimum education levels needed to assist in physical therapy treatment aspects and/or 
education and experience levels of aides and how that effects delegation.
An interesting research project that could possibly get to the root of delegation 
tendencies is to study how physical therapists develop their delegation tendencies. There 
are a variety of questions raised by the current study and even more would surface if one 
would sit at a table with several physical therapists and bring up the topic of aide 
utilization. These authors hope that any discussion or future research on this topic will 
bring us closer to knowing the effect of increased delegation on the future of physical 
therapy.
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Lastly, documenting delegation trends as health care progresses towards Managed 
Care and the implementation of federal rates would be interesting. The current research 
found some significant differences in delegation practices between therapists who treated 
a majority or minority of Managed Care patients. Furthermore, there were also 
differences between therapists who saw a majority of Managed Care patients as 
compared to therapists who saw a majority of Traditionally insured patients. Research 
expanding on the above mentioned findings or a survey designed to determine whether or 
not patients covered by various insurance types are treated differently by therapists would 
be valuable.
Conclusions
Utilization of physical therapy aides for patient treatment is common practice in 
Michigan, with 65% of respondents indicating that aides are used to deliver patient 
treatment. This finding is similar to the results of the Bashi study (1993) conducted in 
Indiana, where 68% of respondents indicated using aides to deliver patient treatment.
The incidence of delegation to aides was as we expected, but the incidence of perceived 
concerns were not. The number of therapists that delegated treatment tasks to aides while 
having perceived concerns was larger than we expected. This finding made the authors 
curious about why therapists delegated any treatments to aides while having concerns.
The APTA Code of Ethics clearly states that physical therapists should accept the 
responsibility to protect the public and the profession from unethical, incompetent, or 
illegal acts (APTA, 1997). Fifty-eight respondents in the current study stated quality of
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care as a perceived concern when delegating patient treatments to aides. With quality of 
care the most commonly stated perceived concern, the present authors feel the public is at 
risk. Delegating patient treatments to less skilled, unlicensed personnel while knowingly 
jeopardizing quality of care is both unethical and incompetent.
Another ethical question raised by the current study is one of boundaries. 
Specifically, what tasks require the unique skill, knowledge and judgement of the 
physical therapist? In order to deliver optimal patient care, the current authors believe 
patient reassessment should occur at each visit prior to the delivery of any treatment. 
Legally, this aspect of physical therapy is restricted to the physical therapist and physical 
therapist assistant. However, the current study revealed that 38 of the respondents 
indicated delegating patient treatment to aides prior to physical therapist reassessment. 
Should we, as therapists, be delegating this responsibility to physical therapy aides? In 
order to preserve the physical therapy profession and to protect our patients, therapists 
must be very careful when delegating assessment tasks.
With the recent changes in health care, the role of physical therapists has shifted 
from one of performing entire treatments to a more team oriented approach, utilizing 
more unlicensed personnel. Facilities nationwide are reacting to Managed Care’s 
restraints by increasing the use of lower cost, support personnel including rehabilitation 
aides, exercise physiologists and athletic trainers (Le Postollec, 1998). The current study 
reflects this trend by the higher incidence of delegation to aides when therapists treat a 
majority of Managed Care patients versus a majority of Traditionally insured patients.
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Seven of the 8 specific patient treatments examined by the present study are delegated at 
a higher rate within the Managed Care group (Table 43).
Efforts to reduce costs are not the only reason therapists are at risk to improperly 
or over utilize aides. Hall and Worth feel that most often a lack of knowledge of practice 
acts and other state guidelines is the cause (Le Postollec, 1998). With this in mind, it is 
the goal of the current authors to stimulate discussion and provide a resource for 
therapists seeking information regarding aide utilization. As health care continues to 
change, educators and professional associations need to do a better job teaching therapists 
what is legal and ethical. Ultimately, the physical therapist is responsible for their actions 
and decisions. As the pressure to cut costs and deliver treatments efficiently continues to 
increase, therapists may encounter more ethical dilemmas. The physical therapy 
profession as a whole must reinforce the idea that the responsibility for knowing the rules 
regarding proper delegation practices rests on each individual therapist.
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Appendix A
Instrument
Please check or fill the blank with the appropriate information.
1. What is your work status? Full-time  Part-time  Not working at present time
2. I low many years have you practiced as a physical therapist? Yrs.________ Mos.___
3. How many physical therapists are employed at your workplace? Full-time______  Part-time
4. How many physical therapy aides are employed to your workplace? Full-time  Part-time______
5. O f the physical therapy aides employed, how many do you specifically utilize? _________
For the following Questions please circle the appropriate answer.
6. What is your gender? a. male b. f ^ a le
7. Which is the most advanced degree you hold? a. certificate b. bachelor c. master 
d. advanced master e. doctorate f. other degrees____________________
8. Which is the most advanced physical therapy degree you hold? a. certificate b. bachelor c. master
d. advanced master e. doctorate f. other degrees__________________
9. What is the population of the town where you practice most frequently? 
a. <5,000 b. 5,000-10,000 c. 10,001 -20,000 d. 20,001-40,000
e. 40,000-80,000 f. 80.001-160,000 g. >160,000
10. What choice best describes your employment the majority o f the time? (Circle one) 
a. self-employed b. employee
11. Are you currently practicing physical therapy? a. yes b. no
12. What choice would best describes your workplace the majority of the time? (Circle one)
a. inpatient rdiab/acute/subacutc b. outpatient hospital/clinic/home-care c. skilled nursing facility 
d  private practice
13. What age group best describes your patient population the majority o f the time? (Circle one) 
a. pediatric b. adult c. geriatric
14. What choice best describes your patient population the majority of the time? (Circle one)
a. neurologic b. sports c. orthopedic d. cardiopulmonary e. other___________________
15. Do you (PT) verbally or physically reassess each revisiting patient prior to modality treatment by a 
physical therapy aide? a. yes b. no c. not applicable/no aides
16. Docs the physical therapy aide under your supervision administer any modalities prior to physical 
therapist reassessment? a. yes b. no c. not applicable/no aides
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17. In your fecility, how are physical therapy aides trained? (circle all that apply)
a. instruction/observation of PT b. mstruction/observation of PTA c. instuction/observation of other 
aides d. obsCTvation of videos e. classes/seminars
18. What is the educatitm level o f your most educated physical therapy aide?
a. GED b. high school diploma c. associate d. bachelors e. PT student f. other___________
For questions 19-22 please circle the appropriate percentage of patients under each specific insurance.
19. A managed care insurance policy? ( Le. HMO, PPO)
a. 0% b- 1-24% c. 25-49% d. 50-74% e.75-100% f. Don’t know
20. A traditional insurance policy? (Le. Bluecross/ Blueshield )
a. 0% b. 1-24% c. 25-49% d. 50-74% e. 75-100% f. Don’t know
21. Medicare insurance? a. 0% b. 1-24% c. 25-49% d. 50-74% e. 75-100% f. Don’t know
22. Medicaid insurance? a. 0% b. 1-24% c. 25-49% d. 50-74% e. 75-100% f. Don’t know
For the following questions please circle the approDriate answer.
23. In your experience, what method is used to identify aides the majority of the time at your workplace? 
a. nametag reads aide/tech b. verbally introduced as aide/tech c. tech/aide not specifically identified
24. In your experience, if a physical therapy aide has initial contact with patient prior to treatment, does 
the physical therapy aide verbally assess the patient to determine their need to see the physical
therapist prior to modality? a. yes b. no c. No aides
25. After PT assessment, do you delegate any aspects of treatment to physical therapy aides?
a. yes (Please continue to chart on next page.)
b. no (Thank-you for participating in our survey, the following questions do not apply.)
In columns 1-5, check the box that best reflects the percentage o f patient visits that you delegate the following treatments to a physical therapy aide. If you supervise more than 
one aide, please select the percentage that is an average o f patient visits that these treatments are delegated to those aides.
In columns 6-7, indicate whether you have perceived a concem(s) when delegating the specific treatment to a physical therapy aide.
I f  you answered yes in column 6;
•  In columns 8-11, indicate the percentage o f time that best depicts how often you perceive concerns with each treatment modality or technique.
• In column 12, indicate the type(s) o f concern(s) encountered for each treatment, fi-om the following choices:
A. Billing amount B. Quality o f care C. Other (please specify in the space provided)
Percentage of patient visits that Concem(s) How often you perceive A=Bliiing amount
you delegate treatm ent aspects Perceived? a concern B=Quaiity of care
to PT aide when delegating treatm ent C=Other (specif)
i 2 3 4 5
Treatment 0% i-24% 25-49% 50-74% 75-100%
EXAMPLE: TX 1 X
EXAMPLE: T X 2 X
6 7
yes no
X
X
1 8 9 10 11
1-24% 25-49% 50-74% 75-100%
X
12
]-Patient can ice at home
Ultrasound
Exercise with equip.
Electrical stimulation
Gait training
Traction
Wound debridement
Massage
Patient education
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